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PART  I 

A  PROGRAM  FOR  THE 
CARE  OF  THE  CHRONICALLY  ILL 
IN  NEW  YORK  STATE 


FOREWORD 


The  care  of  the  chronically  ill  presents  a  serious  problem  which  gives  every 
indication  of  becoming  more  aggravated  with  the  progressive  aging  of  our  popu¬ 
lation.  In  1940  chronic  diseases  caused  nearly  70  per  cent  of  the  deaths  in  New 
York  State.  The  ravages  of  chronic  disease  and  the  necessity  of  providing  proper 
facilities  and  services  to  care  for  its  unfortunate  victims  have  been  the  subject  of 
analysis  and  comment  by  physicians,  hospital  administrators,  nurses,  public 
welfare  officials,  clergymen  and  the  general  public.  New  York  City,  which  already 
has  instituted  a  program  to  meet  this  challenge,  is  finding  it  necessary  to  expand 
its  facilities  because  of  the  increased  demand.  For  most  counties  and  cities  of 
upstate  New  York,  this  remains  an  unresolved  problem  which  cries  for  solution. 

In  September  1944  the  Commission  invited  a  group  of  experts  to  a  conference 
to  discuss  the  need  for  and  means  of  formulating  a  State  program  for  the  care  of 
the  chronically  ill.  In  December  of  the  same  year,  the  Commission  approved  the 
formal  statement  of  these  conferees  which  called  attention  to  the  magnitude  of 
the  problem,  made  suggestions  for  its  amelioration  and  urged  that  immediate 
steps  be  taken.  In  conformance  with  these  suggestions,  the  Commission  also 
voted  to  formulate  a  plan  for  the  care  of  the  chronically  ill  of  the  State. 

The  studies,  analyses  and  field  work  of  the  staff  have  substantiated  the  state¬ 
ment  of  the  conferees  made  in  1944  and  the  program  proposed  in  this  report  is 
largely  an  expansion  and  application  of  the  principles  thus  originally  set  forth. 
The  studies  published  in  this  and  previous  reports  of  the  Commission  give  the 
documented  evidence  on  which  the  Commission’s  recommendations  are  based. 

In  this  final  report  the  Commission  submits  its  recommendations  for  a  program 
to  provide  the  facilities  needed  for  care  of  the  chronically  ill  and  for  mitigation 
of  the  effects  of  chronic  illness  through  early  diagnosis,  improved  medical  treat¬ 
ment  and  rehabilitation.  In  viewT  of  the  increasing  proportion  of  older  persons 
in  the  population  and  the  greater  prevalence  of  chronic  disease  in  the  older  age 
groups,  the  Commission  believes  it  essential  that  attention  be  focused  on  the 
chronic  diseases  and  that  comprehensive  measures  be  initiated  for  extension  and 
improvement  of  services  for  persons  suffering  from  chronic  illness. 

The  Commission  is  deeply  grateful  to  the  many  able  and  distinguished  persons 
who  have  given  so  generously  of  their  time,  counsel  and  experience — the  members 
of  the  several  Advisory  Committees  on  Planning  for  the  Care  of  the  Chronically 
Ill ;  the  administrators,  directors  and  other  staff  members  of  general  hospitals  and 
of  institutions  specially  concerned  with  the  care  of  chronic  illness ;  local  commis¬ 
sioners  of  public  welfare  in  the  State;  various  State  and  local  officials  and 
departments;  officials  of  other  states;  national  organizations;  and  many  other 
individuals  and  agencies  interested  in  the  problem.  To  them  should  go  the 
gratitude  of  the  people  of  New  York  State  for  their  thoughtful  advice  and 
assistance. 

Lee  B.  Mailler,  Chairman 

Frederic  H.  Bontecou,  Vice  Chairman 

Elsie  M.  Bond,  Secretary 


PROPOSED  PROGRAM  FOR  THE  CARE  OF  CHRONIC  ILLNESS  IN 

NEW  YORK  STATE 


RECOMMENDATIONS 

Tlie  studies  of  the  Health  Preparedness  Commission 
indicate  a  growing  realization  throughout  the  State 
that  present  facilities  for  the  care  of  chronic  illness 
are  inadequate.  It  is  becoming  more  and  more  diffi¬ 
cult  to  obtain  long-term  hospital  care  or  good  nursing 
home  care.  The  number  of  persons  affected  by  chronic 
illness  has  increased  and  will  continue  to  increase 
because  of  the  aging  of  our  population.  The  preva¬ 
lence  of  chronic  illness  rises  with  increasing  age,  but 
the  majority  of  cases  now  occur  within  the  productive 
ages  of  25  to  64  years.  Consequently,  success  in  pre¬ 
venting  and  lessening  the  effects  of  chronic  disease 
will  assume  mounting  importance  in  our  economy,  par¬ 
ticularly  in  assuring  a  sufficient  labor  force.  Thus, 
on  economic  as  well  as  humanitarian  grounds,  'there 
has  arisen  widespread  acceptance  of  the  need  for  a 
comprehensive  program  for  improving  the  care  of  the 
chronically  ill  and  for  advancing  the  preventive  and 
rehabilitative  aspects  of  chronic  disease.  The  launch¬ 
ing  of  such  a  program  requires  State  leadership  to 
provide  coordinated  effort  of  all  the  various  agencies, 
official  and  private,  which  are  concerned  with  various 
phases  of  this  problem. 

In  order  to  provide  such  a  program,  the  Commission 
makes  the  following  recommendations : 

1.  That  the  State  should  provide  or  designate  an 
agency  for  developing,  coordinating,  ad¬ 
ministering  and  carrying  out  a  program  of 
education,  research,  rehabilitation  and  im¬ 
provement  of  facilities  and  services  for  the 
care  of  chronic  illness,  exclusive  of  tuber¬ 
culosis  and  mental  diseases.  Such  a  program 
should  be  carried  out  in  cooperation  with 
both  State  and  local  official  and  voluntary 
medical,  health  and  social  agencies  and  would 
include,  but  not  be  limited  to : 

(a)  Assistance  to  local  communities  for  the  pur¬ 
pose  of  strengthening  and  developing  facili¬ 
ties  and  services  for  the  care  of  the  chron¬ 
ically  ill ; 

(b)  Cooperation  with  other  State  agencies  con¬ 
cerned  with  the  care  of  the  chronically  ill ; 

(c)  Education  of  the  public  and  professional  per¬ 
sonnel  in  the  prevention,  care  and  ameliora¬ 
tion  of  chronic  illness ; 

(d)  Provision  of  consultation  services  to  physi¬ 
cians,  hospitals,  other  institutions  and 
agencies  caring  for  the  chronically  ill ; 

(e)  Coordination  of  services  provided  by  the  offi¬ 
cial  and  voluntary  State  and  local  agencies 
caring  for  the  chronically  ill ; 

(f)  Research  in  the  prevention,  diagnosis  and 
treatment  of  chronic  disease ; 


(g)  Development  of  services  for  the  economic  and 
social  rehabilitation  of  the  chronically  ill ; 

(h)  Development  and  encouragement  of  preven¬ 
tive  services  for  chronic  illness. 

2.  That,  for  the  purposes  of  planning  for  the  care  of 

the  chronically  ill,  the  State,  exclusive  of 
New  York  City,  should  be  divided  into  five 
regions : 

(a)  The  Buffalo  Region ,  consisting  of  the  Coun¬ 
ties  of  Cattaraugus,  Chautauqua,  Erie,  Gene¬ 
see,  Niagara  and  Wyoming; 

(b)  The  Rochester  Region,  consisting  of  the 
Counties  of  Allegany,  Chemung,  Livingston, 
Monroe,  Ontario,  Orleans,  Schuyler,  Seneca, 
Steuben,  Wayne  and  Yates; 

(c)  The  Syracuse  Region,  consisting  of  the 
Counties  of  Broome,  Cayuga,  Chenango, 
Cortland,  Franklin,  Herkimer,  Jefferson, 
Lewis,  Madison,  Oneida,  Onondaga,  Oswego, 
St.  Lawrence,  Tioga  and  Tompkins; 

(d)  The  Albany  Region,  consisting  of  the  Coun¬ 
ties  of  Albany,  Clinton,  Columbia,  Delaware, 
Essex,  Fulton,  Greene,  Hamilton,  Mont¬ 
gomery,  Otsego,  Rensselaer,  Saratoga,  Sche¬ 
nectady,  Schoharie,  Warren  and  Washing¬ 
ton  ; 

(e)  The  New  York  Suburban  Region,  consisting 
of  the  Counties  of  Dutchess,  Nassau,  Orange, 
Putnam,  Rockland,  Suffolk,  Sullivan,  Ulster 
and  Westchester. 

3.  That,  for  each  region,  the  State  should  build  or 

acquire  and  support  a  Chronic  Disease  Hospi¬ 
tal  Center  to  provide  specialized  facilities  for 
diagnosis,  treatment,  teaching  and  research, 
and  to  serve  as  a  chronic  disease  referral  and 
consultation  center  for  physicians,  general 
hospitals  and  related  institutions  of  the 
region.  Such  Centers  would  have  the  broad 
purpose  of  facilitating  the  continuous  im¬ 
provement  of  the  care  available  for  the 
chronically  ill  throughout  each  region.  Each 
such  Hospital  Center  should  consist  of  at 
least  150  beds,  with  allowance  for  possible 
future  expansion ;  and  should  be  located, 
respectively,  in  Albany,  Buffalo,  Rochester 
and  Syracuse  and,  for  the  New  York  Subur¬ 
ban  Region,  in  New  York  City.  Whenever 
feasible,  the  Hospital  Center  should  be  con¬ 
tiguous  to  a  general  hospital,  in  close  prox¬ 
imity  to  a  medical  school  and  staffed  and 
operated  by  contract  with  such  hospital  and 
medical  school.  Chronic  Disease  Hospital 
Center  beds  designated  for  the  New  York 
Suburban  Region,  and  located  in  New  York 
City,  might  be  secured  by  contract  with  the 
City  of  New  York. 
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These  Chronic  Disease  Hospital  Centers  should 
be  under  the  supervision  of  the  designated 
State  agency  and  be  operated  in  accordance 
with  its  regulations.  These  Centers  woulfl 
have,  but  not  be  limited  to,  the  following 
functions : 

(a)  To  admit  full,  part-pay  and  free  patients  of 
any  age  suffering  from  chronic  disease, 
referred  by  physicians,  for  the  purpose  of 
special  diagnostic  study  and  treatment,  but 
not  for  the  type  of  care  usually  available  in 
general  hospitals; 

(b)  To  provide  consultation  and  teaching  service 
with  regard  to  chronic  disease,  to  the  physi¬ 
cians,  general  hospitals,  other  institutions 
and  agencies  caring  for  the. chronically  ill; 

(c)  To  provide  undergraduate  and  post¬ 
graduate  teaching  service  to  medical  students, 
physicians  and  nurses; 

(d)  To  conduct  research  into  the  prevention, 
diagnosis,  treatment  and  amelioration  of 
chronic  disease; 

(e)  To  provide  a  complete  rehabilitation  service 
for  the  disabled  and  chronically  ill,  including 
research  in  improved  methods  of  rehabilita¬ 
tion  and  professional  training  for  physicians, 
nurses,  physical  therapists  and  other  pro¬ 
fessional  personnel  in  this  field. 

4.  That,  for  the  City  of  New  York  proper,  the  State 

should  support  a  number  of  chronic  disease 
hospital  beds  equal  to  the  total  of  those  sup¬ 
ported  for  the  five  regions  heretofore 
described,  and  to  the  same  extent;  and  in 
accordance  with  a  plan  to  be  submitted  by 
the  City  of  New  York  and  approved  by  the 
designated  State  agency. 

5.  That  hospital  care  for  the  chronically  ill,  other 

than  that  provided  by  the  Chronic  Disease 
Hospital  Centers,  should  be  made  widely 
available  in  general  hospitals  throughout 
the  State,  preferably  in  designated  wings, 
wards  or  floors  of  general  hospitals  or  in  con¬ 
tiguous  buildings;  and  that  there  should  be 
formal  affiliation  between  such  hospitals  and 
the  Regional  Chronic  Disease  Hospital 
Centers  for  the  purpose  of : 

(a)  Referral  of  patients  for  special  study  at  the 
Center ; 

(b)  Consultation  and  teaching  visits  of  profes¬ 
sional  personnel  from  the  Center  to  the  gen¬ 
eral  hospitals. 

That  rehabilitation  services  for  the  disabled  and 
chronically  ill  be  developed  as  rapidly  as 
possible  in  selected  general  hospitals  through¬ 
out  the  State  by  providing  the  services  of 
trained  personnel  and  by  providing  funds 
for  the  training  of  needed  personnel  in  this 
field. 


6.  That,  in  the  allocation  of  State  and  Federal  funds 

for  aiding  hospital  construction,  special  con¬ 
sideration  should  be  given  to  projects  for  the 
establishment  or  expansion  of  facilities  for 
the  care  of  the  chronically  ill  in  general 
hospitals. 

That,  in  planning  the  construction  of  state  aided 
county  general  hospitals,  provision  should  be 
made  for  the  addition  of  nursing  home  facili¬ 
ties  for  the  care  of  chronically  ill  persons  of 
all  economic  levels,  not  requiring  hospitaliza¬ 
tion,  who  cannot  be  cared  for  at  home  and 
who  need  nursing  home  type  of  care. 

7.  That  all  medical  and  related  institutions  caring 

for  the  chronically  ill,  such  as  hospitals, 
nursing  homes  and  convalescent  homes, 
should  be  required  to  meet  minimum  stand¬ 
ards  of  facilities  and  care  formulated  and 
published  by  the  State.  This  is  an  integral 
part  of  the  general  problem  of  improvement 
of  standards  of  medical  institutional  care  for 
all  illness.  In  establishing  and  maintaining 
minimum  standards  of  facilities  and  care  in 
medical  institutions,  the  joint  efforts  of  all 
official  agencies  concerned  with  such  stand¬ 
ards  should  be  utilized,  with  the  advice  and 
assistance  of  an  advisory  group  of  persons 
experienced  in  the  technical  aspects  of  med¬ 
ical  institutional  care.  Through  similar 
means,  every  aid  should  be  extended  to  such 
institutions  in  meeting  minimum  standards, 
including  an  educational  program  and  con¬ 
sultation  service  by  qualified  personnel. 

8.  That  public  homes,  including  their  infirmaries, 

which  admit  or  continue  to  house  chronically 
ill  persons  who  do  not  need  hospitalization, 
should  provide  care  for  such  persons  in 
accordance  with  minimum  standards  of 
physical  facilities  and  medical  care  estab¬ 
lished  by  the  State  for  such  medical  related 
instituitons  caring  for  the  chronically  ill. 
Such  facilities  should  be  available  for  use  by 
all  persons,  including  full  and  part-pay 
patients. 

That,  in  planning  for  new  construction  of  public 
home  infirmaries,  such  infirmaries,  if  they  are 
to  be  used  for  the  care  of  the  chronically  ill, 
should : 

(a)  Be  located  near  and  operated  as  part  of  the 
county  or  city  general  hospital  or,  in  the 
absence  of  such  a  public  general  hospital,  be 
located  near,  and  affiliated  with  a  voluntary 
general  hospital; 

(b)  Possess  physical  and  personnel  facilities  suit¬ 
able  for  the  care  of  the  chronically  ill ; 

(c)  Be  available  for  use  by  all  persons,  including 
those  able  to  pay  the  cost  of  their  care  in 
whole  or  in  part. 
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That  all  chronically  ill  and  disabled  persons  in 
public  homes  be  examined  by  professional 
personnel  skilled  in  modern  methods  of 
rehabilitation  and  that  rehabilitation  service 
be  made  available  to  all  such  persons  in  need 
of  this  service. 

9.  That  the  expense  of  care  and  rehabilitation  of 
chronically  ill  persons  unable  to  pay  there¬ 
for,  in  whole  or  in  part,  in  general  hospitals 
and  related  institutions,  such  as  nursing 
homes,  convalescent  homes  and  public  homes, 
should  not  fall  wholly  on  the  local  com¬ 
munity,  but  should  be  shared  by  the  State, 
provided  that  such  hospitals  and  related 
institutions  meet  the  minimum  standards  of 
physical  facilities  and  medical  care  to  be 
established  by  the  State.  It  is  recognized  that 
this  is  a  part  of  the  broader  problem  of  exten¬ 
sion  of  State  assistance  to  local  communities 
for  medical  and  hospital  care  of  the  sick 
unable  to  pay  therefor. 

10.  That  services  for  the  care  of  the  chronically  ill 

in  their  homes  should  be  expanded  through : 

(a)  Increased  provision  for  bedside  nursing  care 
of  the  chronically  ill  in  their  homes  by  local 
health  agencies,  utilizing  both  official  and 
voluntary  visiting  nursing  personnel  wher¬ 
ever  possible ; 

t^b)  Provision  for  housekeeping  aides  in  the 
homes  of  the  chronically  ill  through  organ¬ 
ized  programs  of  local  departments  of  pub¬ 
lic  welfare,  under  the  supervision  of  the  State 
Department  of  Social  Welfare,  and  in  co¬ 
operation  with  the  home  nursing  program  of 
the  local  health  agencies. 

11.  That,  in  order  to  define  their  possible  relation¬ 

ships  to  a  program  for  the  care  of  the  chron¬ 
ically  ill,  an  appropriate  State  agency  or 
commission  should  be  designated  to  make 
special  studies  of  each  of  the  following: 

(a)  The  problem  of  providing  facilities  and 
services  for  the  study,  rehabilitation  and  care 
of  persons  suffering  from  chronic  alcoholism ; 

(b)  The  problem  of  providing  the  needed  facili¬ 
ties  for  the  institutional  care  of  persons  suf¬ 
fering  from  mild  mental  and  emotional  dis¬ 
turbances  associated  with  aging. 

12.  That  a  State  Advisory  Committee  and  a  Regional 

Advisory  Committee  for  each  region,  as 
previously  described,  should  be  created  to  act 
in  a  consultative  capacity  to  the  agency  pro¬ 
vided  or  designated  by  the  State  to  carry  on 
the  program  for  the  care  of  the  chronically 
ill.  Each  such  committee  should  consist  of 
persons  prominent  in  medical,  public  health, 
hospital  and  social  welfare  activities  and 
representing  the  professions  and  official  and 
voluntary  agencies  concerned  with  the  prob¬ 
lems  of  the  chronically  ill. 


This  program  would  apply  to  all  the  chronically 
ill,  except  the  tuberculous,  the  mentally  ill  and  others 
for  whom  special  provision  is  made,  regardless  of 
economic  status.  It  is  proposed  as  the  first  major 
step  to  be  taken  in  a  long  range  program  for  mitigat¬ 
ing  the  effects  of  chronic  disease,  rather  than  a  detailed 
blueprint  foreshadowing  all  future  developments  in 
this  field.  It  is  designed  to  supplement  existing  facili- 
ites  and  to  aid  presently  operating  agencies  in  meeting 
problems  in  the  care  of  chronic  illness  which  now 
confront  them.  It  does  not  necessarily  envisage,  and 
is  not  dependent  upon,  any  fundamental  change  in 
present  methods  of  payment  for  medical  services. 
Because  of  the  pressing  needs  which  exist  in  the  field 
of  chronic  illness,  the  development  of  this  program 
should  proceed  as  rapidly  as  is  consistent  with  sound 
medical  practice  and  administrative  procedure. 

Pending  other  designation  by  the  Legislature  of  a 
State  agency  for  implementing  the  proposed  program, 
the  Commission  recommends  that,  upon  its  termina¬ 
tion  on  April  30,  1947,  responsibility  for  further 
development  of  this  program  should  be  transferred 
to  the  New  York  State  Joint  Hospital  Survey  and 
Planning  Commission,  within  the  limitations  of  its 
powers,  as  prescribed  by  law.  The  Hospital  Survey 
Commission  already  has  incorporated  in  its  planning 
the  regional  concept,  with  regard  to  medical  services, 
which  has  been  recommended  above.  The  scope  of  its 
duties  also  encompasses  responsibility  for  another  of 
the  recommendations  made,  namely,  the  development 
of  hospital  facilities  for  chronic  illness.  The  fact  that 
the  Commission’s  membership  consists  of  the  Commis¬ 
sioners  of  the  Departments  of  Health,  Mental  Hygiene 
and  Social  Welfare,  each  of  which  is  concerned  with 
important  segments  of  chronic  disease,  renders  it  well 
suited  for  taking  further  action  on  other  of  the  recom¬ 
mendations  made,  either  directly  or  through  the 
cooperation  of  these  Departments  of  the  State. 

Through  the  agency  of  the  Joint  Hospital  Survey 
Commission,  in  cooperation  with  the  various  govern¬ 
mental  and  private  agencies  concerned,  immediate 
steps  could  be  taken  to  carry  out,  either  in  whole  or 
in  part,  the  recommendations  with  regard  to  (a) 
formation  of  State  arid  regional  advisory  committees, 
(b)  formulation  of  plans  for  Chronic  Disease  Hospital 
Centers,  (c)  development  of  a  plan  for  support  of 
chronic  disease  hospital  beds  in  New  York  City  and 
(d)  further  study  of  the  problems  of  chronic  alcohol¬ 
ism  and  of  mild  mental  disturbances  associated  with 
aging. 

Formulation  of  minimum  standards  for  medical 
institutions  should  enlist  the  cooperative  aid  of  the 
several  State  Departments  (Health,  Social  Welfare 
Mental  Hygiene)  having  special  skills  and  experience 
regarding  various  aspects  of  medical  institutional 
care.  Since  the  Joint  Hospital  Survey  Commission, 
under  the  law  creating  it,  may  assume  responsibility 
for  formulating  standards  for  hospitals,  including 
chronic  disease  hospitals,  and  since  its  membership 
includes  the  commissioners  of  the  three  departments 
chiefly  concerned,  it  is  an  appropriate  agency  for 
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implementing  this  recommendation  also.  The  improve¬ 
ment  of  standards  in  public  homes  and  in  private  nurs¬ 
ing  homes  are  related  problems  which  should  be 
approached  in  the  same  way,  under  the  leadership  of 
the  State  Department  of  Social  Welfare. 

Nursing  care  and  housekeeping  aid  in  the  homes  of 
the  chronically  ill  are  essential  services  which  should 
be  provided  by  local  health  and  public  welfare  depart¬ 
ments,  respectively.  The  development  of  such  services 
by  these  agencies  should  be  stimulated  and  assisted  by 
the  State  Departments  of  Health  and  Social  Welfare, 
in  cooperation  with  whatever  State  agency  assumes 
permanent  responsibility  for  the  chronic  disease  pro¬ 
gram. 

The  recommendation  for  extension  of  state  aid  to 
local  communities  to  help  meet  the  burden  of  hospital 
and  institutional  care  of  the  chronically  ill  is  one  which 
should  be  viewed  as  part  of  the  whole  problem  of  exten¬ 
sion  of  state  aid  in  the  institutional  medical  care  of 
those  unable  to  pay  for  part  or  all  of  such  care. 

Aid  in  obtaining  rehabilitative  services  is  already 
available  for  various  groups  of  the  population  under 
programs  administered  by  several  State  agencies, 
including  the  Departments  of  Education,  Health  and 
Social  Welfare.  Further  exploration  and  planning 
regarding  needed  extension  of  facilities  for  such 
services  in  general  and  special  hospitals  would  appear 
to  be  within  the  present  powers  and  duties  of  the  Joint 
Hospital  Survey  Commission,  especially  since  affilia¬ 
tion  between  several  hospitals  on  a  regional  basis  may 
be  required  to  provide  a  more  complete  service  of  this 
type.  Progress  in  extension  of  facilities  would  increase 
greatly  the  applicability  and  scope  of  existing  rehabili¬ 
tation  programs. 

The  steps  suggested  above  would  best  meet  the 
demands  for  leadership ;  would  make  possible  the  con¬ 
summation  of  the  various  aspects  of  the  program  in  a 
sequence  compatible  with  the  urgency  of  fundamental 
need;  would  enlist  the  acceptance,  interest,  under¬ 
standing  and  cooperation  of  the  many  individuals  and 
agencies  intimately  concerned  with  providing  care  for 
the  chronically  ill ;  and  would  give  constructive  and 
substantial  evidence  of  the  State’s  interest  in  the 
problem  and  determination  to  meet  its  challenge. 

THE  NATURE  AND  EXTENT  OF  CHRONIC 
ILLNESS 

In  the  past,  interest  and  attention  has  been  focussed 
on  the  acute  forms  of  disease,  which  either  kill  or  are 
cured.  Acute  infectious  diseases  such  as  diphtheria, 
pneumonia  or  meningitis;  acute  surgical  conditions, 
such  as  appendicitis,  ruptured  peptic  ulcer,  an  infected 
middle  ear  and  mastoid — these  have  held  the  center 
of  the  stage  and  have  motivated  most  of  our  thinking 
and  planning  with  regard  to  health  and  health  facili¬ 
ties.  These  dramatic  conditions  will  always  be  of  the 
greatest  importance,  but  they  no  longer  comprise  the 
major  portion  of  our  health  problem.  This  is  due, 
first,  to  the  great  advances  made  in  the  prevention  and 
successful  treatment  of  many  of  the  acute  diseases  and 
the  reduction  of  infant  deaths  (Figures  1  and  2)  ; 


second,  to  the  fact  that  few  such  corresponding 
advances  have  been  made  with  regard  to  most  of  the 
chronic  diseases  and,  third,  to  the  increasing  propor¬ 
tion  in  our  population  of  older  people,  among  whom 
chronic  diseases  are  most  prevalent. 

The  chronic  diseases,  in  contrast  to  the  acute 
diseases,  cause  prolonged  or  frequently  returning 
periods  of  illness  and  disability.  They  consequently 
require  correspondingly  prolonged  medical  and  nurs¬ 
ing  care  at  home  or  in  a  hospital  or  related  institution. 
Although  they  may  first  manifest  themselves  bj^  some 
sudden  event,  such  as  a  stroke  or  a  heart  attack, 
chronic  diseases  usually  develop  slowly.  The  early 
signs  and  symptoms  are  generally  vague  or  mild.  Often 
there  is  a  long  period  during  which  no  symptoms 
appear,  but  the  fact  that  disease  is  present  may  be 
discovered  by  thorough  medical  examination.  Sub¬ 
sequently  there  ensues,  characteristically,  a  long 
period  when  symptoms  occur  but  are  not  severe  enough 
to  interfere  with  the  patient’s  usual  occupation.  This 
period  is  followed,  most  often  gradually  but  sometimes 
suddenly,  by  the  more  serious  stages  of  partial  or  com¬ 
plete  disability — which  may  last  many  months  or 
years. 

The  most  important  forms  of  chronic  disease  are 
(1)  heart  disease,  (2)  arteriosclerosis  and  high  blood 
pressure,  (3)  nervous  and  mental  diseases,  (4)  rheu¬ 
matism,  (5)  nephritis  and  other  kidney  diseases,  (6) 
tuberculosis,  (7)  cancer  and  other  tumors,  (8) 
diabetes,  (9)  hay  fever  and  asthma,  (10)  hernia. 
Mental  disease  and  tuberculosis  have  long  been  recog¬ 
nized  as  public  health  problems  and  are  today  receiv¬ 
ing  increased  attention  in  planning  in  this  State.  They 
have,  therefore,  been  excluded  from  consideration  in 
this  report. 

Increasing  importance  of  chronic  disease.  As  the 
result  of  the  increasing  proportion  of  older  persons  in 
the  population,  and  the  remarkable  advances  of 
medical  science  in  conquering  many  of  the  acute 
diseases,  chronic  disease  has  emerged  as  the  most  im¬ 
portant  cause  of  disability  and  death.  (Figure  3.)  It 
is  estimated  that  over  70  per  cent  of  all  disability  is 
caused  by  some  form  of  chronic  disease.  Chronic 
diseases,  which  in  1900  caused  26  per  cent  of  the  deaths 
in  New  York  State,  caused  almost  70  per  cent  of  the 
deaths  in  1940  (Figures  4  and  5)  and  now  comprise 
seven  of  the  ten  leading  causes  of  death. 

Relationship  to  age.  No  age  is  immune  to  chronic 
disease.  Over  40  per  cent  of  cases  causing  prolonged 
disability  are  found  in  persons  under  45  years  of  age 
(Figure  6),  60  per  cent  occur  during  the  most  produc¬ 
tive  working  period  of  25  to  64  years,  and  there  are 
important  aspects  of  chronic  disease  among  children, 
adolescents  and  young  adults.  However,  chronic 
disease  does  occur  with  increasing  frequency  among 
older  persons.  Compared  to  the  prevalence  (number 
of  persons  with  chronic  disease  out  of  every  1,000 
persons)  at  age  15-24  years  the  prevalence  among 
persons  aged  25-44  years  is  more  than  twice  as  great ; 
among  those  45  to  64  it  is  more  than  four  times  as 
great ;  and  among  those  over  65  it  is  almost  ten  times 
as  great,  (Figure  7.) 
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Since  the  proportion  of  older  people  in  our  popula¬ 
tion  is  continually  increasing,  the  prevalence  of 
chronic  illness  may  be  expected  to  increase  accord¬ 
ingly.  For  example,  the  proportion  of  persons  aged 
65  years  or  older  in  New  York  State  in  1940  was  6.8 
per  cent.  It  is  estimated  that  by  1960  this  percentage 
will  have  increased  to  10.3  and  by  1980  it  will  be  13.1, 
or  almost  double  that  in  1940.  (Figure  8.)  The  num¬ 
ber  of  persons  with  chronic  disease  may  be  expected 
to  increase,  over  the  1940  prevalence,  by  17  per  cent 
in  1960  and  19  per  cent  in  1980  because  of  this  aging 
of  our  population,  combined  with  estimated  changes 
in  the  total  number  of  persons  in  the  State.  (Figure  9.) 

Social  aspects  of  chronic  disease:  (a)  Effect  on  the 
home.  Chronic  illness  may  have  marked,  devastating 
effects  on  the  family  in  which  it  occurs.  "While  short 


term  acute  illnesses  can  be  handled  more  often  by  the 
average  family’s  resources,  a  chronic  disease  which 
keeps  the  wage-earner  off  the  job  for  many  days  or 
months  is  more  apt  to  cause  severe  economic  handicap. 
Chronic  illness  is  an  important  cause  of  economic 
dependency,  with  its  attendant  train  of  evils.  Further, 
the  presence  of  a  chronically  ill  parent  or  grandparent 
often  causes  psychological  or  emotional  disturbances 
which  are  sometimes  severe  enough  to  break  up  the 
home.  If  the  patient  is  the  wife ’s  relative,  the  husband 
may  resent  the  added  financial  strain ;  if  the  converse 
is  true,  the  wife  may  rebel  at  the  added  nursing  and 
housekeeping  care  she  must  provide.  Often  the 
children  are  affected  by  the  tense,  gloomy,  sick-room 
atmosphere  which  prevails  in  such  a  home  and  may 
react  with  delinquent  types  of  behavior. 
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FIGURE  I. 


FIGURE  2 


DEATHS  PER  100.000  POPULATION 
CAUSED  BY  SPECIFIED  COMMUNICABLE  DISEASES, 
NEW  YORK  STATE,  1900  -  1940 

DATA  FROM  1943  ANNUAL  REPORT  OF  THE  N  Y.  S  DEPARTMENT  Of  HEALTH 


DEATHS  OF  INFANTS  UNDER  ONE  YEAR  OF  AGE 
PER  1,000  LIVE  BIRTHS, 

NEW  YORK  STATE,  1900  -  1940 

DATA  FROM  1943  ANNUAL  REPORT  OF  THE  NTS  DEPARTMENT  OF  HEALTH 
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DEATHS  PER  100.000  POPULATION  DUE  TO  THE  TEN  LEADING  CAUSES,  NEW  YORK  STATE.  1900  AND  1940 


OATA  FROM  1940  ANNUAL  REPORT  OF  THE  NTS  DEPARTMENT  OF  HEALTH 
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FIGURE  4. 


FIGURE  5 


NUMBER  OF  DEATHS 

CAUSED  BY  SPECIFIED  CHRONIC  DISEASES, 
NEW  YORK  STATE,  1900  -  1940 


PERCENT  OF  ALL  DEATHS 
CAUSED  BY  SPECIFIED  CHRONIC  DISEASES, 
NEW  YORK  STATE,  1900  -  1940 


DATA  FROM  1943  ANNUAL  REPORT  OF  THE  N  T  S  DEPARTMENT  OF  HEALTH 


DATA  FROM  1943  ANNUAL  REPORT  OF  THE  NTS  DEPARTMENT  OF  HEALTH 


FIGURE  «  FIGURE  T. 


ESTIMATED  NUMBER  OF  PERSONS  WITH 
DISABLING  CHRONIC  ILLNESS  PER  1,000  POPULATION 
IN  EACH  AGE  GROUP,  NEW  YORK  STATE,  1940 

BASED  ON  DATA  FROM  THE  NATIONAL  HEALTH  SURVEY,  1935  -  I93« 
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FIGURE  6 


PERCENT  DISTRIBUTION  OF  TOTAL  POPULATION  BY  AGE,  NEW  YORK  STATE,  I860  -  1980 

I860  -  1940  FROM  U  S  CENSUS  I960  AND  I960  ESTIMATED. 
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(b)  Relation  to  dependency.  The  National  Health 
Survey  showed  that  illness  of  all  types  occurred  more 
frequently  among  persons  on  relief  than  among  the 
self-supporting  population.  Acute  illness  was  50  per¬ 
cent  more  frequent  among  families  on  relief  than 
among  families  with  incomes  of  $2000-$3000  a  year; 
chronic  illness,  on  the  other  hand,  occurred  twice  as 
frequently  -in  the  relief  group.  This  suggests  that 
chronic-illness  is  an  important  cause  of  economic  de¬ 
pendency.  A  study  of  the  Commission,  in  cooperation 
with  the  Department  of  Public  Welfare  of  Nassau 
County,  of  welfare  recipients  in  1944,  showed  that 
more  than  37  per  cent  of  clients  receiving  Old  Age 
Assistance  suffered  from  chronic  illness,  or  more  than 
double  the  expected  prevalence  in  this  age  group.  It 
is  reasonable  to  expect  that  any  program  which  fur¬ 
thers  the  prevention,  improved  treatment  or  medical 
rehabilitation  of  chronic  illness  will  yield  financial 
as  well  as  human  dividends  by  decreasing  economic 
dependency  from  this  cause. 

Definition  of  chronic  illness.  For  purposes  of  plan¬ 
ning  and  discussion,  it  is  necessary  to  define  the  con¬ 
ditions  to  be  considered  as  precisely  as  possible.  Data 
are  available  regarding  two  broad  groups  of  chroni¬ 
cally  ill  persons  in  New  York  State — the  disabled  and 
the  non-disabled.  The  latter  are  defined  as  persons 
with  some  chronic  illness  sufficient  to  cause  symptoms 


for  three  months  or  more  during  a  year,  but  not  suffi¬ 
ciently  advanced  to  cause  disability1  for  as  long  as 
seven  consecutive  days.  Disabling  chronic  illness  is 
defined  as  illness  from  specified  chronic  diseases,  listed 
on  page  25  of  this  report,  Table  1,  and  sufficient  to 
cause  at  least  a  week’s  disability.  Actually  the  aver¬ 
age  disability  per  person  in  this  group  is  approxi¬ 
mately  14  weeks,  or  almost  100  days,  in  any  12  month 
period. 

Prevalence  of  chronic  illness  in  New  York  State:  (a) 
Non-disabling  chronic  illness.  It  is  estimated  that 
chronic  illness  causing  symptoms  for  three  months  or 
more  during  the  year,  but  not  yet  causing  significant 
disability,  affects  approximately  14  out  of  every  100 
persons  in  New  York  State,  or  almost  2,000,000  per¬ 
sons.2  These  are  the  persons  who  would  benefit  most 
from  a  program  of  public  education,  improved  and 
expanded  facilities  for  health  examinations  and  the 
application  of  personal  preventive  medicine  in  its 
broadest  sense,  as  applied  by  the  modern  practicing 
physician.  Many  of  the  persons  in  this  group  are 
under  the  care  of  a  physician ;  few  require  hospital  or 
institutional  care.  An  unknown  but  doubtless  a  con- 


1  Inability  to  pursue  one’s  occupation  or  usual  activities. 

2  This  estimate  is  based  on  corrected  data  from  the  National 
Health  Survey,  applied  to  the  estimated  population  of  the 
State  in  1940. 


Table  1. — Diagnoses  Classified  As  Chronic  for  the  Purpose  of  Estimating  the 
Prevalence  of  Chronic  Illness  in  New  York  State 


Cancer,  all  sites 

Nonmalignant  tumors  and  tumors,  nature  unspecified 
Acute  rheumatic  fever 
Chronic  rheumatism,  arthritis  and  gout 
Diabetes  mellitus 

Diseases  of  the  thyroid  gland,  including  all  types  of  goiter  and  parathyroid  diseases 
Anemia,  all  forms 
Other  general  diseases 

Cerebral  hemorrhage  (apoplexy),  embolism,  thrombosis 

Other  paralysis 

Chorea 

Neuralgia  and  neuritis 

Nervousness, .  neurasthenia  and  nervous  breakdown 

Diseases  of  the  eye  and  blindness 

Diseases  of  the  ear  and  deafness 

Diseases  of  the  heart  and  coronary  arteries 

Arteriosclerosis  and  high  blood  pressure 

Hemorrhoids 

Varicose  veins  or  ulcer,  varicocele 

Sinusitis 

Asthma 

Hay  fever 

Ulcer  of  the  stomach  or  duodenum 
Hernia 

Diseases  of  the  gallbladder  and  liver 

Nephritis  and  other  diseases  of  the  kidney,  including  kidney,  unspecified 

Diseases  of  the  bladder,  urethra  and  urinary  passages 

Nonvenereal  diseases  of  the  male  genital  organs 

Cysts  of  the  ovaries,  uterus  and  tubes 

Eczema 

Diseases  of  the  bones  and  joints,  except  tuberculosis  and  rheumatism 
Lumbago,  myalgia,  myositis,  stiff  neck  and  other  muscular  pains 
Other  diseases  of  the  organs  of  locomotion 
Congenital  malformations  and  other  diseases  of  early  infancy 
Other  and  ill-defined  causes,  including  senility 
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siderable  number  resort  to  self-medication  or  to  irre¬ 
gular  non-scientific  types  of  care.  A  chronic  illness 
program  would  benefit  this  group  through  public  and 
professional  education,  increasing  the  awareness  of 
the  patient  as  to  his  need  for  preventive  care  and  its 
possible  benefits  and  providing  sources  of  postgraduate 
and  undergraduate  education  to  the  medical  profession 
in  these  aspects  of  chronic  disease  care. 

(b)  Disabling  chronic  illness.  Disabling  illness  due 
to  chronic  disease  is  estimated  to  affect  55  out  of  every 
1,000  persons  in  New  York  State.  This  represents 
738,000  persons  on  the  basis  of  the  population  enumer¬ 
ated  in  the  1940  census,  or  772,000  persons  on  the  basis 
of  the  estimated  1946  population.  Chronic  illness 
disables  each  of  these  persons  for  an  average  of  almost 
100  days  during  each  year.  At  least  one-third  require 
admission  to  a  general  hospital  and  approximately 
one-fourth  are  permanently  disabled.  Many  are  in 
need  of  or  might  benefit  from  intensive  efforts  at 
medical  rehabilitation.  It  is  among  this  group  of  over 
three-quarters  of  a  million  persons  that  the  most 
urgent  problems  of  home  care,  hospital  care  and  other 
institutional  care  arise.  (Table  2.) 


TABLE  2. —  Chronic  Illness  in  New  York  State,  1940  °  6 


PERSONS  AND 
DISABILITY 

New  York 
State 

New  York 
City 

Rest  of 
State 

Number  of  persons  with 
chronic  illness . 

738,000 

393,000 

345,000 

Number  per  1000  popula¬ 
tion  . 

55 

53 

57 

Number  permanently  dis¬ 
abled  per  1000  popula¬ 
tion  . 

11.7 

11.0 

12.4 

Days’  disability  (per  year) 

73,600,000 

39,200,000 

34,400,000 

Average  days’  disability 
per  illness . 7 . 

99.7 

99.7 

99.7 

“  Based  on  published  and  unpublished  data  of  the  National  Health  Survey, 
adjusted  to  and  corrected  in  accordance  with  studies  in  New  York  State. 

b  Excludes  any  illness  which  did  not  cause  at  least  seven  consecutive  days 
disability. 


NEEDED  SERVICES  AND  FACILITIES  FOR 
CHRONIC  ILLNESS 

The  problems  of  chronic  illness  comprise  a  substan¬ 
tial  part  of,  and  are  closely  related  to,  the  problem  of 
medical  care  as  a  whole.  However,  even  in  normal 
times,  and  especially  in  the  face  of  the  present  short¬ 
age  of  physicians,  nurses  and  hospital  beds,  chronic 
illness  excites  less  interest  and  commands  less  atten¬ 
tion  and  help  than  the  more  dramatic  and  urgent 
needs  of  acute  illness.  In  addition,  the  chronically  ill 
are  least  well  able  to  pay  their  own  way,  for  several 
reasons.  A  substantial  proportion  (24  per  cent)  of 
the  chronically  ill  are  past  the  usual  maximum  work¬ 
ing  age  of  65  years.  Chronic  illness  of  itself  depletes 
earnings  and  lessens  working  ability;  and  at  the  same 
time,  because  of  its  long  duration,  it  is  more  costly 


than  acute  illness.  The  chronically  ill  need  more  and 
can  pay  less  than  the  acutely  ill. 

To  these  barriers  in  the  way  of  obtaining  the  best 
care  possible  for  the  chronically  ill,  there  is  the  added 
obstacle  that,  by  and  large,  there  has  been,  in  the  past, 
little  planning  for  services  or  for  hospital  and  institu¬ 
tional  beds  for  this  type  of  illness.  It  has  been  said 
that  the  problem  of  the  care  of  chronic  illness  is 
almost  as  much  neglected  today  as  that  of  mental 
illness  was  a  hundred  years  ago.3 

The  lack  of  proper  facilities  for  the  care  of  chronic¬ 
ally  ill  persons  daily  confronts  physicians,  social  work¬ 
ers,  hospital  and  welfare  administrators  and,  of  course, 
the  chronically  ill  themselves.  A  striking  example  of 
this  lack  is  found  in  the  fact  that  chronically  ill  pa¬ 
tients  who  can  and  do  pay  for  their  care  are  todav 
seeking  admission  to  public  homes,  most  of  which 
are  not  prepared  or  staffed  for  this  type  of  care.  To 
meet  the  demand,  nursing  homes  have  multiplied.  Ex¬ 
cept  in  a  few  localities,  they  are  totally  uncontrolled, 
for  the  most  part  do  not  furnish  adequate  care  and 
yet  must  be  used  for  lack  of  other  facilities.  Even 
these  are  not  enough  and  hospitals  find  themselves 
forced  to  retain  patients  who  no  longer  need  their  care 
and,  as  a  corollary,  are  unwilling  to  admit  chronic  di¬ 
sease  patients  for  a  needed  short  period  of  hospitaliza¬ 
tion  because  of  the  likelihood  that,  at  its  close,  they 
will  be  unable  to  discharge  them.  It  is  not  surprising 
then,  to  find  that  patients  remain  at  home  who  should 
be  in  a  hospital  or  related  institution..  Indeed,  in  not 
a  single  aspect  of  care — in  the  home,  hospital  or  re¬ 
lated  institution — are  facilities  for  the  chronically  ill 
adequate  today. 

Types  of  facilities  needed.  The  chronically  ill  per¬ 
son  may  need  care  at  home,  in  a  hospital,  or  in  an  in¬ 
stitution  intermediary  in  facilities  between  hospital 
and  home,  such  as  a  nursing  home,  convalescent  home, 
home  for  the  chronically  ill  or  a  supervised  boarding 
home.  The  type  of  facility  best  suited  for  the  patient 
depends  on  the  nature  and  severity  of  his  illness  and 
on  the  resources  available  at  home.  Wherever  possi¬ 
ble,  and  in  the  best  interests  of  the  patient,  care  in  his 
own  home  is  to  be  preferred. 

A  program  designed  to  improve  the  care  received  by 
chronically  ill  persons  should  include  measures  which 
would  effect  improvement  in  all  three  aspects  of  care — 
at  home,  in  the  hospital,  or  in  the  intermediary  type 
of  institution — and  would  consist,  in  broad  outline, 
of  the  following: 

1.  Hospital  care:  to  be  provided  in  general  hospitals 
as  close  to  the  patient’s  home  as  is  feasible,  in 
wards,  wings  or  floors  especially  designated  and 
designed  for  long-term  hospital  care. 

2.  Special  hospital  cure:  For  each  region4  of  the  State 
a  specialized  chronic  disease  hospital,  in  close  phys¬ 
ical  and  working  association  with  a  medical  school 

3  The  Care  of  the  Mentally  III  in  New  York  State  (Report  of 
Moreland  Commission),  Albany,  1944,  p.  88. 

4  The  regional  concept  of  planning  for  care  of  the  chronically 
ill  is  discussed  on  page  31. 
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and  research  center.  Each  Chronic  Disease  Hos¬ 
pital  Center  would  serve  the  general  hospitals  of 
the  region  in  at  least  two  ways:  (a)  for  referral  of 
problem  cases  from  the  general  hospitals;  (b)  by 
providing  consultation  and  teaching  services  to  the 
general  hospitals. 

3.  Home  care:  Visiting  bedside  nursing  care;  house¬ 
keeping  aid ;  and  medical  supervision  by  local  prac¬ 
ticing  physicians,  with  provision  for  medical  con¬ 
sultation,  as  needed,  from  the  teaching  medical 
centers. 

4.  Intermediary  care:  For  patients  who  do  not  need 
hospital  care,  but  cannot  be  cared  for  properly  at 
home,  or  have  no  homes  of  their  own,  two  types  of 
intermediary  care  are  desirable.  One  group  re¬ 
quires  the  kind  of  sheltered  care  which  could  be 
provided  in  supervised  boarding  homes,  foster 
homes  or  homes  for  the  aged.  The  other  group 
needs  continued  professional  nursing  or  attendant 
care.  The  latter  could  be  provided  in  such  facili¬ 
ties  as  public  home  infirmaries,  convalescent  homes, 
proprietary  nursing  homes,  infirmaries  of  homes 
for  the  aged  and  public  and  voluntary  nursing 
homes  operated  by,  or  in  close  association  with, 
general  hospitals,  provided  that  these  institutions 
meet  required  minimum  standards  of  physical  fa¬ 
cilities  and  nursing  and  medical  care. 

5.  Provision  for  integration  of  the  program:  Integra¬ 
tion  is  needed  to  ensure  periodic  review  of  cases, 
ready  transfer  from  one  type  of  care  to  another,  as 
occasion  arises,  adequate  follow-up  and  public  and 
professional  education.  Responsibility  for  over-all 
integration  and  continuous  planning  should  rest 
in  a  State-wide  agency  operating  through  the  re¬ 
gional  centers. 

Outstanding  needs  and  deficiencies  in  the  care  of 
the  chronically  ill  are  the  lack  of  hospital  beds  and  of 
beds  in  nursing  home  types  of  institutions.  These 
needs  are  matters  of  common  knowledge  but  they  are 
most  evident  to  those  whose  daily  work  brings  them  in 
contact  with  the  chronically  ill — physicians,  nurses, 
hospital  administrators,  commissioners  of  public  wel¬ 
fare. 

An  overwhelming  majority  of  administrators  of 
general  hospitals  and  of  public  welfare  commissioners, 
in  response  to  an  inquiry  by  this  Commission,  stated 
that  present  hospital  and  other  institutional  facilities 
for  chronically  ill  persons  who  cannot  be  cared  for  at 
home  are  inadequate.  (See  pages  82  to  83.)  Because  of 
lack  of  facilities,  it  is  often  not  possible  to  care  for  the 
chronically  ill  patient  in  the  place  best  suited  for  him. 
A  survey  made  in  Rochester5  in  December  1944  and 
January  1945  showed  that,  of  464  chronically  ill  per¬ 
sons  living  at  home,  or  in  boarding  homes,  77  required 
hospital  or  nursing  home  care  and  106  needed  at  least 
supervised  boarding  home  care.  Tn  other  words,  al¬ 

5  Made  by  the  Visiting  Nurse  Association  of  Rochester  and 
the  Division  of  Old  Age  Assistance  of  the  Monroe  County  De¬ 
partment  of  Public  Welfare,  for  the  Rochester  Council  of  Social 
Agencies. 


most  40  per  cent  of  the  chronically  ill  persons  at  home 
wrere  considered  to  be  receiving  inadequate  types  of 
care. 

Need  for  hospital  and  institutional  beds.  It  is  esti¬ 
mated  that  the  minimum  need  for  beds  in  hospitals 
and  related  institutions  of  high  quality  for  the  chron¬ 
ically  ill  is  27,000  beds  for  the  State  outside  of  New 
York  City.  This  is  equivalent  to  4.5  beds  per  1000 
population.  This  is  believed  to  be  a  conservative  esti¬ 
mate  and  one  which  may  require  considerable  revision 
on  the  basis  of  further  study.  The  relative  propor¬ 
tions  of  these  beds  which  should  be  in  hospitals,  in 
nursing  homes  and  in  other  related  institutions  will 
depend  on  the  extent  to  which  hospitals  enter  into  the 
field  of  chronic  care  and  the  availability  of  good  fa¬ 
cilities  for  nursing  care  outside  of  hospitals.  Past  ex¬ 
perience  would  indicate  that  approximately  one-third, 
or  from  1.5  to  2.0  beds  per  1000,  should  be  in  hospitals 
and  2.5  to  3.0  beds  per  1000  in  the  related  type  of 
institution. 

The  extent  to  which  these  needs  are  being  met  by 
present  facilities,  and  the  indicated  need  for  addi¬ 
tional  hospital  and  nursing  home  beds  for  the  chron¬ 
ically  ill,  will  vary  with  local  conditions  and  must  be 
studied  separately  in  each  community  and  region. 

In  order  to  meet  the  need,  both  for  hospital  facili¬ 
ties  and  for  nursing  home  facilities,  general  hospitals 
should  give  serious  consideration,  first,  to  establishing 
chronic  disease  pavilions  or  wings  and,  second,  to  the 
construction  of  nursing  home  type  facilities  in  close 
physical  relationship  to  the  general  hospital.  It  is 
highly  probable  that  some  form  of  State  or  Federal 
assistance  will  be  required  to  assist  general  hospitals  in 
establishing  and  maintaining  these  facilities. 

Need  for  Chronic  Disease  Hospital  Centers.  The 
hospital  care  of  chronic  patients  can  be  undertaken  in 
specialized  chronic  disease  hospitals  and  in  general 
hospitals.  The  former  type  of  hospital  is  most  feasi¬ 
ble  in  large,  urban  centers  where  the  number  of 
chronic  disease  patients  is  so  great  that  large  well- 
equipped  hospitals  devoted  solely  to  these  patients  are 
both  medically  and  socially  practical.  This  has  been 
one  of  the  developments  in  New  York  City,  which  has 
both  a  voluntary  chronic  disease  hospital,  Montefiore 
Hospital  for  Chronic  Diseases,  and  a  1500-bed  munic¬ 
ipal  chronic  disease  hospital,  the  Goldwater  Memorial 
Hospital.  In  smaller  communities,  however,  the  full 
application  of  the  principle  of  segregation  of  hospital 
care  for  chronic  disease  would  require  that  such  a 
hospital  serve  a  large  area,  which  would  mean  that 
most  of  the  patients  would  have  to  be  hospitalized  at 
considerable  distance  from  their  own  homes.  Other, 
equally  cogent,  reasons  for  keeping  long-term  chronic 
disease  hospital  care  in  general  hospitals  as  much  as 
possible  are :  that  such  an  arrangement  avoids  unneces¬ 
sary  duplication  of  existing  hospital  facilities  which 
can  be  used  for  both  “acute”  and  “chronic”  cases; 
that  it  provides  opportunities  for  experience  in  the 
care  of  chronic  disease  to  the  staffs  of  general  hos¬ 
pitals;  that  it  affords  the  most  ready  means  of  trans- 
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fer  to  and  from  the  “acute”  and  “chronic”  sections 
of  the  same  hospital,  when  needed ;  and  that  it  allows 
for  greater  flexibility  in  hospital  planning  by  making 
it  possible  for  future,  unforeseen  shifts  in  the  relative 
proportions  of  acute  and  chronic  patients  to  be  met 
by  changing  the  designated  use  of  either  “chronic”  or 
“acute”  beds  in  the  same  hospitals. 

However,  certain  aspects  of  the  hospital  care  of 
chronic  disease  require  the  organization,  facilities  and 
staff  of  a  specialized  chronic  disease  hospital.  Such  a 
hospital  can  provide  concentrated  experience  with 
respect  to  problems  and  cases  which  would  not  be 
found  frequently  enough  in  any  one  general  hospital ; 
it  can  develop  special  skills  in  its  attending  staff 
regarding  chronic  disease  care;  it  can  carry  on 
research  in  the  cause,  prevention  and  improved  treat¬ 
ment  of  chronic  disease;  and  it  can  furnish  material 
for  undergraduate  and  postgraduate  teaching  of 
physicians  and  nurses. 

To  secure  these  advantages,  while  preserving  the 
principle  of  providing  the  bulk  of  care  in  general 
hospitals,  there  is  needed  in  each  region  a  small, 
specialized  chronic  disease  hospital  for  research,  teach¬ 
ing  and  consultation.  Such  a  hospital  should  be 
attached  to  a  medical  school  and  large  general  hospital, 
sharing  the  staff  and  some  of  the  physical  facilities  of 
each.  It  need  not  be  larger  than  150  beds  in  order  to 
fulfill  the  purposes  for  which  it  is  intended. 

The  Chronic  Disease  Hospital  Center  in  each  region 
would  serve  the  important  function  of  stimulating 
interest  in  the  care  of  chronic  illnesses  in  the  general 
hospitals  of  the  region.  The  need  for  providing  such 
stimulation  of  interest  is  emphasized  by  all  authorities 
on  chronic  illness.  The  Hospital  Center  could  effect 
this  by  providing  visiting  consultants,  conducting 
seminars  and  teaching  ward  rounds,  and  furnishing 
lecturers  to  general  hospital  staff  and  county  medical 
society  meetings  throughout  the  region. 

Home  care.  The  majority  of  the  chronically  ill  can, 
with  proper  aid,  live  comparatively  normal  and  useful 
lives  at  home.  The  extent  to  which  this  is  possible 
depends,  in  part,  on  the  availability  of  such  services 
as  home  nursing  care  and  housekeeping  aid.  Present 
facilities  for  providing  bedside  nursing  care  at  home 
vary  widely  in  different  sections  of  the  State.  In 
1944,  visiting  nurses  employed  by  visiting  nurse  asso¬ 
ciations  and  various  life  insurance  companies  provided 
home  nursing  service,  to  the  extent  of  an  average  of 
121  home  visits  per  1000  population  in  13  counties. 
However,  in  13  other  counties  there  were  enough 
nurses  to  provide  but  61  home  visits  per  1000  popu¬ 
lation,  in  13  other  counties  only  26  visits  per  1000 
were  provided  and  in  18  counties  no  beside  nursing 
agencies  of  this  type  existed.  To  some  extent  public 
health  nurses  are  called  upon  to  supply  this  type  of 
service,  but  the  number  of  such  nurses  at  present 
employed  is  entirely  too  small  to  provide  bedside  care 
in  addition  to  the  other  duties  of  a  public  health  nurse. 
It  is  estimated  that,  in  order  to  provide  both  public 
health  and  bedside  nursing  service  in  the  home,  there 
should  be  one  nurse  for  each  2000  persons.  This  would 


call  for  the  employment  of  over  1200  additional  nurses 
in  the  upstate  area.  To  provide  the  44  counties  which 
had  less  than  120  bedside  home  nursing  visits  per  1000 
population  with  nurses  sufficient  to  bring  the  visits 
up  to  this  figure  would  require  222  additional  nurses. 

Full  or  part-time  housekeeper  service  will  often 
permit  care  at  home  of  a  chronically  ill  patient  who 
otherwise  would  require  institutional  care.  Such  serv¬ 
ices  should  be  organized  in  each  community  by  local 
departments  of  welfare  and  operated  in  close  coopera¬ 
tion  with  the  home  nursing  service,  so  that  the  two 
types  of  service  will  supplement  and  not  replace  each 
other. 

Care  of  the  chronically  ill  between  hospital  and 
home.  The  care  of  the  chronically  ill  person  not 
requiring  hospitalization  who  cannot,  or  should  not, 
remain  at  home  poses  the  most  difficult  problem  in 
this  field.  Some  type  of  facility  is  needed  for  those 
with  chronic  illness  who  have  no  home,  who  cannot  live 
alone,  whose  homes  cannot  provide  proper  care,  whose 
presence  in  the  home  would  damage  its  spirit,  whose 
illness  requires  constant  attendance — in  short,  who 
need  care  “between  hospital  and  home.” 

Present  facilities  used  for  these  patients  include 
public  homes,  voluntary  and  proprietary  nursing 
homes,  voluntary  and  proprietary  homes  for  the  aged 
and  chronic  sick,  boarding  homes  and  foster  homes. 
Their  aggregate  is  insufficient  to  house  these  patients 
and,  in  consequence,  many  are  found  in  facilities 
inadequate  for  their  proper  care. 

In  the  State,  exclusive  of  New  York  City,  there  were 
(on  May  1,  1946)  6,139  beds  in  the  proprietary  nurs¬ 
ing  homes  certified  by  local  departments  of  public 
welfare  for  use  by  persons  receiving  public  assistance, 
and  3,002  infirmary  beds  in  public  homes.  (See  Table 
3.)  These  twTo  types  of  institutions  alone  provide  1.5 


TABLE  3. —  Public  Home  Infirmary  and  Nursing 
Home  Facilities,  New  York  State,  Exclusive 
of  New  York  City 


FACILITY 

Beds 

Days  of  Care 
Per  Year 

Total . 

9,141 

3,336,465 

Public  home  infirmary  ° . 

3.002 

6,139 

1,095,730  h 
2,240,735  d 

Nursing  home c . 

“  Based  on  data  from  Directory  of  Institutions  for  Adults,  New  York  State 
Department  of  Social  Welfare,  1943,  and  revisions  for  1944. 
b  100%  occupancy. 

c  Nursing  homes  certified  by  local  departments  of  welfare,  as  of  May  1,  1946. 
d  90%  occupancy. 

beds  per  1000  population.  However,  it  is  well  known 
that  the  facilities  and  quality  of  care  in  these  institu¬ 
tions  are  often  far  from  adequate. 

Public  homes,  originally  intended  and  built  for 
the  housing  of  able-bodied  or  well  indigent  persons, 
have  been  used  to  an  increasing  extent  in  recent  years 
for  the  care  of  persons  with  chronic  illness  or  dis- 
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TABLE  4. —  Reasons  for  First  Admissions  to  Public 
Homes,  New  York  State,  Exclusive  of  New 
York  City,  1938  “ 


Total 

REASON  FOR  ADMISSION 

Number 

Per  Cent 

Total . 

5,252 

100.0 

Prolonged  residence  for  disability  due  to 

chronic  illness  or  age . 

2,592 

49.5 

Temporary  medical  care . 

1,670 

31.8 

Temporary  shelter . 

970 

18.4 

Not  reported . 

20 

0.3 

“  New  York  State  Temporary  Legislative  Commission  to  Formulate  a  Long 
Range  State  Health  Program,  “  Physical  Condition  of  Persons  Admitted  to 
County  Homes,”  Medical  Care  in  Sew  York  State,  19S9,  Legislative  Document 
(1940)  No.  91,  page  184. 

ability.  Although  information  regarding  the  exact 
extent  to  which  public  homes  in  the  upstate  area  are 
now  occupied  by  chronically  ill  persons  is  not  avail¬ 
able,  it  is  known  that  a  large  proportion  are  in  this 
category.  Recent  studies  in  Illinois  and  Maryland 
have  indicated  that  approximately  four-fifths  of  the 
public  home  populations  in  these  states  were  in  need 
of  continuous  nursing  service  and  medical  care.6  7  In 
New  York  State  a  study  made  by  the  Commission  of 
first  admission  forms,  submitted  to  the  State  Depart¬ 
ment  of  Social  Welfare  by  city  and  county  public 
homes  for  1938,  showed  that  almost  half  (49.5  per 
cent)  the  admissions  were  for  disability  due  to  chronic 
illness  or  age.  An  additional  32  per  cent  of  the  admis¬ 
sions  were  for  temporary  medical  care.6 7 8  (Table  4.) 
Another  study  made  by  the  Commission,  in  coopera¬ 
tion  with  the  Nassau  County  Department  of  Public 
Welfare,  showed  that,  in  1944,  70  per  cent  of  the 
inmates  of  the  county  home  in  Nassau  county  were 
chronically  ill. 

Many  public  homes  are  now  making  plans  for  new 
construction  or  material  remodeling.  Therefore,  it  is 
important  at  this  time  to  assay  the  probable  future 
function  of  the  public  home  in  the  care  of  the  chron¬ 
ically  ill  and  the  suitability  of  present  plans  for  an 
adequate  fulfillment  of  this  function.  If  they  are  to 
make  proper  provision  for  the  chronically  ill,  public 
homes  should  plan  to  furnish  care  of  high  standard  in 
facilities  specifically  designed  for  the  purpose.  Such 
facilities,  which  might  well  be  termed  public  nursing 
homes,  should  admit  patients  of  all  economic  strata, 

6  State  of  Illinois,  Committee  to  Investigate  Chronic  Diseases 
Among  Indigents,  Interim  Report  to  the  Sixty-Fourth  General 
Assembly,  June  7,  1945,  page  9. 

7  Maryland  Legislative  Council,  Research  Division,  Report  on 
Almshouses  in  Maryland,  April  1940. 

8  New  York  State  Temporary  Legislative  Commission  to 
Formulate  a  Long  Range  State  Health  Program,  “Physical 
Condition  of  Persons  Admitted  to  County  Homes,”  Medical 
Care  in  New  York  State,  1939,  Legislative  Document  (1940) 
No.  91,  page  184. 


including  those  able  to  pay  for  all  or  a  part  of  the  cost 
of  their  care.  This  would  mean  that  these  facilities 
would  take  their  place  as  public  institutions,  and  not 
solely  as  institutions  for  the  indigent.  A  trend  in  this 
direction  is  already  evident  in  this  and  other  states.9 10 

The  ideal  location  for  such  a  public  nursing  home 
would  be  near  a  general  hospital,  so  as  to  provide  ready 
access  to  its  staff  and  facilities,  when  needed.  Where  a 
county  or  city  general  hospital  exists,  the  public  nurs¬ 
ing  home  should  be  operated  as  part  of  this  hospital. 
Where  no  public  hospital  exists,  it  should  be  operated 
in  close  affiliation  with  a  voluntary  general  hospital, 
if  possible. 

Rehabilitation.  Rehabilitation  has  been  called  the 
third  phase  of  medical  care — that  which  teaches  the 
patient  how  best  to  live  with  his  disability  or  disease 
and  to  earn  his  living  in  spite  of  it.  This  is  a  relatively 
new  medical  art.  It  developed  improved  techniques  and 
demonstrated  startling  results  during  the  war.  The 
rapid  application  of  the  modern  methods  of  rehabilita¬ 
tion  to  tens  of  thousands  of  permanently  disabled 
civilians,  and  to  the  greater  number  who  each  year  are 
partially  disabled  by  chronic  illness,  is  an  important 
responsibility  of  all  agencies,  including  the  State, 
concerned  with  improvement  of  health.  Medical 
rehabilitation  requires  special  centers  offering  an 
integrated  program  including  physical  therapy,  occu¬ 
pational  therapy,  psycho-social  adjustment,  and  voca¬ 
tional  training  and  guidance.  There  is  need  for  centers 
of  research  in  new  methods  of  rehabilitation  and  in  the 
development  of  improved  devices  to  help  handicapped 
persons  extend  their  skills.  There  is  need  also  for 
educational  centers  for  training  physicians,  physical- 
therapists,  occupational  therapists,  nurses,  social 
workers,  physical  educators,  recreational  workers, 
teachers  and  vocational  guidance  specialists  in  this 
field.  The  Chronic  Disease  Hospital  Centers  would 
act  in  all  three  capacities — service,  training  and 
research — and  would  also  serve  as  model  demonstra¬ 
tion  centers  providing  leadership  to  communities 
which  are  interested  in  establishing  smaller  rehabilita¬ 
tion  centers  in  local  hospitals. 

Aid  in  obtaining  rehabilitative  services  for  various 
types  of  handicap  and  for  various  special  groups  of  the 
population  is  available  under  programs  administered 
by  several  State  agencies,  including  the  Department 

9  New  York  State  Temporary  Legislative  Commission  to 
Formulate  a  Long  Range  Health  Program,  “Care  of  the 
Chronically  Ill:  The  Local  Public  Welfare  Viewpoint”,  Plan¬ 
ning  for  the  Care  of  the  Chronically  III  in  New  York  State — 
Some  Medical-Social  and  Institutional  Aspects,  Legislative 
Document  (1946)  No.  66A.  Summarized  infra  pp.  82  and  83. 

10  Connecticut,  Illinois,  Maryland  and  New  Jersey,  as  follows: 

(a)  General  Statutes  of  the  State  of  Connecticut,  1945 
Supplement,  Chap.  147,  Sec.  6111i-615h. 

(b)  Laws  of  the  State  of  Illinois,  Sixty-Fourth  General 
Assembly,  191^5,  Senate  Bill  No.  212  (approved  June  13, 
1945)  and  Senate  Bill  No.  213  (approved  June  6,  1945). 

(c)  Annotated  Code  of  Maryland,  10Jf3  Supplement, 
Art.  43,  Sec.  526-530. 

(d)  State  of  New  Jersey,  Laws  of  19Jf0,  Chap.  119  (sup¬ 
plementing  the  “1924  Poor  Law”)  ;  Laws  of  1939,  Chap. 
263,  and  Laws  of  191^6,  Chap.  175  (supplementing  the 
“1931  County  Referendum  Law”). 
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of  Education  (Vocational  Rehabilitation),  the  Depart¬ 
ment  of  Health  (Medical  Rehabilitation),  the 
Department  of  Social  Welfare  (Rehabilitation  of  the 
Blind)  and  the  Division  of  Veterans’  Affairs  (Vet¬ 
erans).  A  special  hospital,  the  New  York  State 
Reconstruction  Home,  for  the  care  and  rehabilitation 
of  patients  with  cardiac  and  orthopedic  disease,  is 
maintained  by  the  State  Department  of  Health  at 
West  Ilaverstraw.  These  programs  can  function  only 
to  the  extent  that  facilities  for  providing  rehabilitative 
service  are  readily  available.  There  is  a  widespread 
dearth  of  such  facilities  and  of  professional  personnel 
trained  in  the  medical,  physical,  psychological  and 
social  aspects  of  rehabilitation.  Existing  programs 
should  be  extended  to  include  provision  for  training 
professional  personnel  and  for  organizing  rehabilita¬ 
tion  units  in  general  and  special  hospitals.  (See 
page  38.) 

The  need  for  research  in  chronic  disease.  Some  of 
the  most  important  causes  of  disability  and  death  have 
received  little  attention  in  the  form  of  fundamental 
research.  Without  such  research  no  progress  toward 
better  methods  of  prevention  and  treatment  can  be 
made.  There  is  general  agreement  on  the  need  for 
greatly  expanding  the  number  and  extent  of  scientific 
investigations  into  the  causes  and  treatment  of  such 
widely  prevalent  chronic  diseases  as  hardening  of  the 
arteries,  high  blood  pressure,  rheumatism,  arthritis 
and  heart  disease.  Less  common  but  important  dis¬ 
abling  conditions,  such  as  cerebral  palsy,  multiple 
sclerosis  and  other  diseases  of  the  brain  and  spinal 
cord,  demand  intensive  study  in  order  to  improve  the 
ability  of  medical  science  to  help  the  victims  of  these 
diseases.  There  is  need  also  for  research  into  better 
methods  of  home  and  hospital  care  for  chronic  patients, 
which  can  be  applied  in  general  hospitals  and  institu¬ 
tions  and  in  the  patients’  own  homes,  by  the  physicians 
who  are  responsible  for  their  care.  There  is  need  for 
research  into  improved  methods  of  vocational  guidance 
and  training  and  in  medical  rehabilitation  to  fit 
chronic  disease  patients  for  as  active  and  useful  lives 
as  is  compatible  with  their  disability. 

Such  research  requires  the  type  of  staff  and  facilities 
of  a  medical  school  and  teaching  hospital.  New  York 
City,  in  cooperation  with  two  of  its  medical  schools, 
has  already  established  and  is  helping  maintain  such 
facilities  as  a  part  of  its  chronic  disease  hospital  pro¬ 
gram.  The  need  for  such  facilities  in  the  State  outside 
New  York  City  has  been  stressed  by  the  deans  of  the 
Schools  of  Medicine  of  the  University  of  Buffalo,  the 
University  of  Rochester,  Syracuse  University  and  the 
Albany  Medical  College.'  (See  page  37). 

There  is  probably  no  more  effective  single  measure 
for  attacking  the  problems  of  chronic  disease  and,  in 
terms  of  ultimate  returns,  no  better  investment  of 
State  funds  that  could  be  made  than  that  of  support¬ 
ing  research  in  these  problems  at  our  centers  of 
medical  learning. 

Preventive  aspects  of  chronic  disease.  Although 
the  causes  of  many  of  its  major  forms  are  obscure, 
there  is  evidence  that  chronic  disease  is  often  the 


result  of  a  lifetime  of  emotional  and  physical  stress 
and  strain  or  the  accumulated  effects  of  infections, 
injuries  or  dietary  deficiencies.  To  some  extent,  all 
improvement  in  hj^giene  and  medical  care  and  success 
in  the  prevention  of  acute  disease  in  early  life  is  effec¬ 
tive  in  preventing  chronic  disease  in  later  years.  The 
resulting  extension  of  the  span  of  life,  however, 
increases  also  the  opportunity  for  finally  developing 
some  chronic  ailment.  If  we  cannot  always  prevent 
chronic  disease  from  appearing  ultimately,  it  is  often 
possible  to  prevent  or  postpone  its  progressive  course 
and  disabling  effects. 

This  type  of  prevention  requires  early  diagnosis  or 
discovery  of  the  first  stages  of  chronic  disease  for 
maximum  effectiveness.  The  war  demonstrated  that 
large  numbers  even  of  young  men  had  some  chronic 
physical  or  emotional  disease  or  defect.  The  periodic 
examination  of  infants  and  of  school  children  to  dis¬ 
cover  incipient  or  early  disease  is  a  well  established 
procedure.  There  remains  to  be  developed  some  means 
for  extending  such  examinations  to  include  adults  of 
all  ages.  This  would  constitute  the  most  effective  single 
step  toward  prevention  or  mitigation  of  the  disabling 
stages  of  chronic  disease. 

Periodic  examinations,  to  be  of  maximum  value, 
should  include  examinations  of  the  blood  and  urine, 
X-ray  examination  of  the  chest  and  other  laboratory 
and  special  examinations  which  may  be  indicated  by 
the  age  of  the  person  examined  or  by  the  presence  of 
certain  symptoms.  As  demonstration  projects,  special 
health  examination  clinics  may  be  held  in  general 
hospitals  or  conducted  under  the  auspices  of  industrial 
plants  or  large  business  organizations.  These  clinics 
would  be  concerned  only  with  the  detection  of  chronic 
disease  and  defects  and  would  refer  persons  to  their 
own  physicians  or  other  appropriate  agencies  for  any 
needed  treatment.  Ultimately,  the  techniques  and  the 
tested  procedures  and  results  of  such  projects  will  be 
reflected  in  a  greater  demand  for  such  examinations 
in  the  offices  of  general  practitioners  of  medicine. 

As  part  of  the  broad  program  for  the  care  of  chronic 
illness,  the  preventive  aspects  of  chronic  disease 
through  periodic  examinations  should  be  fostered 
through  cooperation  with  county  medical  societies, 
general  hospitals  and  practising  physicians  in  pro¬ 
viding  facilities  for  such  examinations  throughout  the 
State. 

Special  problems  requiring  study:  (a)  Mental  dis¬ 
turbances  associated  with  old  age.  An  ever-present 
problem  is  that  of  providing  suitable  care  for  patients 
with  mental  or  emotional  disturbances  associated  with 
hardening  of  the  arteries  and  other  accompaniments  of 
aging.  Almost  40  per  cent  of  new  admissions  to  the 
State  mental  hospitals  are  for  such  conditions.11  This 
type  of  mental  disturbance  may  vary  greatly,  from 
instability  and  sleeplessness  to  hallucinations,  episodes 
of  violence  and  complete  deterioration  of  the  per¬ 
sonality.  The  more  severe  forms  obviously  require 

For  the  year  ending  March  31,  1945,  38.9  per  cent  of  new 
admissions  to  the  State  mental  hospitals  were  for  senile  psy¬ 
choses  and  psychoses  with  cerebral  arteriosclerosis. 
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mental  hospital  treatment,  but  no  specially  designated 
institutions  now  exist  for  the  milder  forms  which  pre¬ 
clude  home  care  and  present  great  difficulties  in  pro¬ 
viding  for  such  patients  in  the  average,  nursing  home 
or  similar  institution.  This  is  a  special  problem 
requiring  separate  study  and  it  is  recommended, 
accordingly,  that  such  a  study  be  undertaken,  by  an 
appropriate  State  agency  or  commission,  to  clarify 
the  relationship  of  this  problem  to  the  chronic  illness 
program. 

(b)  Chronic  alcoholism.  The  excessive  use  of  alco¬ 
hol  and  its  harmful  effects  is  not,  of  course,  a  new 
problem  but  has  only  recently  been  generally  con¬ 
sidered  and  attacked  as  a  form  of  chronic  illness, 
rather  than  solely  one  of  delinquent  behavior.  One 
of  the  extreme  effects  of  chronic  alcoholism  is  mental 
deterioration  requiring  admission  to  a  mental  hospital, 
but  the  number  of  persons  affected  and  the  damage 
done  by  this  form  of  addiction  is  much  greater  than 
indicated  by  such  admissions.  The  problem  involves 
the  psychological  and  medical  treatment  and  rehabili¬ 
tation  of  large  numbers  of  men  and  women  with 
various  degrees  of  dependency  upon  alcohol  and  vary¬ 
ing  stages  of  physical  and  social  damage  from  its  use. 
Outstanding  needs  would  seem  to  be  facilities  for 
intensive  study  and  treatment  of  such  persons  and 
special  clinics  for  their  continued  treatment  and 
guidance.  The  precise  relationship  of  this  problem  and 
of  measures  for  handling  it  to  the  general  program  for 
chronic  illness  should  be  studied  further  by  an  appro¬ 
priate  State  agency  or  commission. 

THE  PROGRAM  IN  OPERATION 

The  proposed  program  is  based  on  the  premise  that 
local  communities,  agencies,  medical  personnel  and 
facilities  must  bear  the  major  responsibility  for  im¬ 
proving  the  care  of  the  chronically  ill,  with  the  State 
providing  leadership,  an  agency  for  bringing  together 
the  many  different  organizations  concerned  in  this 
complex  problem,  and  such  special  facilities  and  serv¬ 
ices  as  are  needed  to  supplement  and  round  out  local 
resources. 

Administration.  Since  this  is  a  State-wide  pro¬ 
gram,  involving  relationships  with  many  State  and 
local  agencies,  and  the  continued  expenditure  of  State 
funds,  a  State  agency  should  be  designated  to  assume 
responsibility  for  its  operation.  The  immediate  task 
of  the  State  agency  would  be  to  initiate  the  program 
and  provide  leadership  and  impetus  for  its  continued 
development,  which  necessarily  will  require  a  con¬ 
siderable  period.  Local  and  regional  conditions  should 
be  studied  in  cooperation  with  local  agencies  to  deter¬ 
mine  specific  local  needs.  While  planning  for  long- 
range  objectives,  the  pressing  •  necessity  of  helping 
existing  agencies  and  institutions  to  improve  the 
quality  of  their  facilities  and  care  today  must  be  met. 
The  State  agency  would  proceed  with  plans  for  the 
building  of  Regional  Chronic  Disease  Hospital 
Centers,  and  for  their  staffing  and  operation,  in  con¬ 


junction  with  medical  school  faculties  and  teaching 
hospitals.  Its  long-range  objective  would  be  to  assist 
in  developing  in  each  area  a  coordinated  and  effective 
locally  administered  program  of  services  and  facilities 
of  high  quality  for  the  early  diagnosis,  treatment  and 
care  of  chronic  illness;  to  stimulate  and  carry  on 
research  and  professional  education ;  to  inform  the 
public  regarding  means  of  preventing  and  mitigating 
the  effects  of  chronic  disease ;  to  evaluate  continually 
the  effectiveness  of  the  program  and  to  ascertain  and 
make  plans  for  remedying  its  deficiencies. 

Advisory  committees.  Because  of  the  importance 
of  chronic  illness  as  a  major  segment  of  medical  care, 
and  the  many  voluntary  and  non-official  organizations 
and  agencies  which  are  concerned  with  its  various 
phases,  the  State  administrative  agency  should  have 
available  the  assistance  and  counsel  of  a  State 
Advisory  Committee  composed  of  persons  representa¬ 
tive  of  the  medical,  nursing,  hospital,  public  health 
and  social  welfare  fields,  as  well  as  broad  public 
groups,  such  as  labor,  industry  and  religious  bodies. 
Similar  advisory  committees  for  each  of  the  five 
regions  of  upstate  New  York  should  also  be  appointed 
These  committees  would  serve  the  three-fold  function 
of  assisting  the  designated  State  agency  in  developing 
the  program  for  the  care  of  the  chronically  ill  in  their 
respective  regions,  transmitting  to  the  State  agency 
the  views  and  needs  of  the  groups  which  they  represent 
and  interpreting  to  their  respective  groups  the  pro¬ 
gram  as  it  develops. 

Regional  organization.  Previous  studies  of  the  Com¬ 
mission  have  clearly  shown  that,  from  the  standpoint 
of  planning  for  medical  facilities  and  services,  New 
York  State,  exclusive  of  New  York  City,  may  be  sub¬ 
divided  into  five  natural  geographic  regions,  as 
depicted  in  Figure  10.12  These  regions,  suggested  by 
the  Commission  in  July  1945,  have  been  adopted  by  the 
New  York  State  Joint  Hospital  Board  as  a  basis  for  its 
planning  for  expansion  of  general  hospital  facilities.13 
These  regions  were  not  arbitrarily  determined  but  are 
based  upon  existing  usage  and  conditions  with  respect 
to  such  factors  as  transportation  facilities,  location  of 
physicians,  natural  flow  of  population  seeking  hospital 
care,  population  flow  to  trading  centers  and  the 
present  location  of  medical  centers  and  medical  teach¬ 
ing  institutions. 

In  keeping  with  the  purpose  of  regional  planning, 
each  of  these  regions  should  comprise,  to  the  greatest 
extent  possible,  a  comprehensive  and  self-sufficient 
unit  capable  of  providing  for  the  people  within  its 
boundaries  all  the  various  kinds  of  medical  care  and 
professional  service  which  may  be  needed.  Certain 
highly  specialized  types  of  medical  service  require 
personnel  and  facilities  to  be  found,  as  a  rule,  only  in 

12  New  York  State  Commission  to  Formulate  a  Long  Range 
Health  Program,  1943-1944  Report,  Legislative  Document 
(1944)  No.  5 6 A. 

13  New  York  State  Commission  to  Formulate  a  Long  Range 
Health  Program,  Planning  for  the  Care  of  the  Chronically  III 
in  New  York  State — Regional  Aspects,  Legislative  Document 
( 194G)  No.  78A. 
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large  cities  containing  medical  teaching  centers.  Such 
natural  medical  centers  and  medical  teaching  centers, 
designated  as  ‘  ‘  Regional  Centers  ’  ’,  already  exist  with¬ 
in  each  of  the  upstate  Regions,  with  the  possible  excep¬ 
tion  of  the  New  York  Suburban  Region,  which  has  no 
medical  school  within  its  borders  and  which  conse¬ 
quently  would  probably  look  to  New  York  City  for 
such  teaching  and  research  services  as  would  require 
the  facilities  and  staff  of  a  medical  school.  New  York 
City  is  itself,  of  course,  a  self-contained  unit  from  the 
standpoint  of  medical  care,  so  that  it  constitutes,  in 
effect,  a  sixth  region. 

The  regional  concept,  as  applied  to  the  chronic 
disease  program,  would  mean  that,  with  the  exceptions 
already  noted,  the  chronically  ill  patient  in  each  region 
would  not  need  to  go  beyond  the  boundaries  of  that 
region  in  order  to  obtain  the  full  range  of  services  and 
facilities  which  his  condition  may  require. 

Regional  Chronic  Disease  Hospital  Centers.  The 
mainspring  of  the  organized  program  in  each  region 
would  be  the  Chronic  Disease  Hospital  Center  of  at 
least  150  beds,  to  be  built,  equipped  and  maintained 
by  the  State.  In  order  to  secure  the  professional  and 
technical  advantages  of  already  existing  medical 
facilities  of  high  quality,  the  Center  should  be  located 
in  close  proximity  to,  and  operated  by  contract  with, 
the  medical  school  and  teaching  hospital  located  in  the 
Regional  Center.  The  professional  staffing  and  opera¬ 
tion  of  each  Center  would  be  entrusted,  as  far  as  pos¬ 
sible,  to  the  faculty  of  the  medical  school  with  which  it 
is  associated.  Each  Hospital  Center  would  have  spe¬ 
cialized  diagnostic  and  treatment  facilities  and  con¬ 
duct  teaching  and  research  in  chronic  disease  prob¬ 
lems.  It  would  accept  patients  referred  by  physicians 
from  any  point  in  the  Region,  under  admission  policies 
designed  to  insure  that  the  Center  would  fulfill  its 
functions  of  providing  special  service  and  conducting 
research,  and  not  become  bogged  down  in  routine  care 
which  could  be  obtained  in  other  hospitals  and  institu¬ 
tions.  Each  Center  would  provide  consultation  service 
to  physicians  and  medical  institutions  within  the 
Region.  By  formal  affiliation  with  other  hospitals  in 
the  Region,  specialists  from  the  Regional  Center  wuuld 
visit  these  hospitals  periodically  for  consultation  and 
for  teaching  and  demonstration  of  recent  methods  and 
advances  in  knowledge  concerning  various  chronic 
diseases.  Physicians,  nurses  and  related  professional 
personnel  would  be  enabled,  similarly,  to  visit  the 
Regional  Center  for  observation,  training  and  instruc¬ 
tion. 

It  is  realized  that  the  amount  of  hospital  care  which 
could  be  provided  for  the  chronically  ill  in  the  pro¬ 
posed  Regional  Chronic  Disease  Hospital  Centers 
would  furnish  only  a  small  portion  of  the  total  hospital 
days  of  care  required  for  the  chronically  ill  in  the 
upstate  area.  Of  the  estimated  minimum  of  1.5  hospi¬ 
tal  beds  per  1000,  or  9,300  beds,  needed  for  chronic 
disease,  five  centers  of  150  beds  each  would  com¬ 
prise  little  more  than  eight  per  cent.  This  is  in  accord¬ 
ance  with  the  aim  of  the  proposed  program,  to  retain 
the  hospital  care  of  chronic  illness  to  the  greatest  pos¬ 


sible  extent  in  the  local  general  hospitals  throughout 
the  State.  The  Chronic  Disease  Hospital  Centers 
would  greatly  further  this  aim  by  providing  such 
highly  specialized  personnel  and  facilities  as  are 
needed  to  supplement  the  general  hospital  facilities 
for  the  chronically  ill.  The  average  length  of  stay  of 
patients  in  the  Chronic  Disease  Centers  for  the 
special  type  of  service  provided  there  probably  would 
be  comparatively  short,  enabling  a  relatively  large 
number  of  patients  to  obtain  the  benefit  of  the  Centers’ 
care. 

In  view  of  its  teaching  and  research  functions,  the 
Chronic  Disease  Hospital  Center  would  accept  appro¬ 
priate  cases  regardless  of  economic  status,  but  patients 
able  to  pay  for  care,  in  whole  or  in  part,  would  be 
expected  to  do  so.  A  small  percentage  of  beds  might 
be  made  available  for  private  patients,  who  were  in 
need  of  the  Center ’s  special  facilities  or  who  presented 
problems  within  the  scope  of  its  research  program. 

For  the  counties  of  the  New  York  Suburban  Region, 
the  services  of  the  Chronic  Disease  Hospital  Center 
might  be  provided  by  a  new  hospital,  to  be  affiliated 
with  a  medical  school  in  New  York  City;  or  by  con¬ 
tract  with  the  City  of  New  York,  or  by  contract  with  a 
voluntary  teaching  hospital  and  medical  school  in  New 
York  City.  Because  there  is  no  medical  school  within 
the  New  York  Suburban  Region,  determination  of  the 
best  plan  for  providing  this  service  for  this  Region 
requires  further  study. 

For  New  York  City  proper,  it  is  proposed  that  the 
State  extend  support  to  the  chronic  disease  hospital 
program  already  initiated  under  the  New  York  City 
Department  of  Hospitals,  by  paying  for  the  mainte¬ 
nance  of  a  number  of  chronic  disease  hospital  beds 
at  least  equal  to  the  total  of  those  in  the  proposed 
Chronic  Disease  Hospital  Centers  for  the  five  upstate 
regions. 

Care  in  general  hospitals.  The  bulk  of  the  hospital 
care  needed  for  the  chronically  ill  would  be  provided 
in  general  hospitals  close  to  the  patients’  own  homes, 
preferably  in  wings,  wards  or  floors  of  such  hospitals, 
or  in  buildings  close  by.  General  hospitals  would  be 
professionally  affiliated  with  their  respective  Regional 
Hospital  Centers,  could  refer  patients  to  these  Centers 
for  special  study  and  would  receive  the  benefit  of 
advice  and  guidance  from  the  Centers,  upon  request. 
To  stimulate  the  general  hospitals  to  provide  beds  for 
the  chronically  ill,  special  consideration  would  be  given 
in  the  allocation  of  State  and  Federal  funds  for  aiding 
hospital  construction  to  projects  which  provide  spe¬ 
cially  designated  facilities  for  the  chronically  ill  in 
general  hospitals.  It  is  further  hoped  that  general 
hospitals  which  contemplate  building  solely  with  their 
own  private  fund,  might  also  include  in  their  plans 
beds  for  the  chronically  ill. 

Home  care.  The  development  of  additional  home 
bedside  nursing  and  housekeeping  aide  services  would 
depend  upon  local  interest  and  the  rapidity  with  which 
nursing  and  housekeeping  aide  personnel  could  be 
recruited.  Responsibility  for  planning  and  supervis- 
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ing  additional  home  nursing  services  might  well  rest 
in  the  local  departments  of  health,  as  part  of  the 
expanding  county  and  city  health  department  pro¬ 
grams  already  initiated  by  recent  legislation,  or,  in  the 
absence  of  a  county  health  department,  as  part  of  an 
expanded  public  health  nursing  program  under  local 
auspices.  Additional  home  nursing  care  could  be  pur¬ 
chased  from  existing  non-official  agencies,  where  these 
exist.  In  many  areas,  the  official  agency  will  need  to 
supplement  care  given  by  non-official  nursing  agencies, 
in  order  to  avoid  duplication  of  effort,  such  as  having 
several  nurses  visit  the  same  home. 

In  planning  and  providing  home  nursing  services, 
full  use  should  be  made  of  ancillary  personnel,  such 
as  practical  nurses  and  nurses  aides,  to  the  extent  that 
such  personnel  can  be  used  for  duties  which  do  not 
require  the  training  and  experience  of  a  registered 
nurse.  Such  ancillary  personnel  should  always  be 
under  the  supervision  of  a  registered  nurse  and  should 
not  constitute  the  sole  nursing  service  made  available 
in  a  community  program.  All  nursing  service  should 
be  under  the  direction  and  supervision  of  a  physician. 

Providing  home  nursing  care  may  be  considered  a 
community  responsibility,  with  payment  for  services 
by  the  patient  made  on  a  voluntary  basis,  rather  than 
on  the  basis  of  a  means  test.  This  policy  would  have 
the  important  effects  of  removing  any  stigma  of 
indigency  from  the  service,  helping  maintain  its 
quality,  eliminating  the  cost  of  applying  the  means 
test  and  probably  lowering  the  net  cost  to  the  com¬ 
munity. 

Rehabilitation.  There  is  need  for  expansion  of 
facilities  for  the  rehabilitation  of  disabled  and  chron¬ 
ically  ill  persons.  Immediate  steps  which  could  be 
taken  are:  (a)  in  various  general  hospitals  throughout 
the  State,  beds  could  be  designated  for  the  use  of 
patients  in  need  of  rehabilitation ;  (b)  trained  physical 
therapists  (one  for  every  ten  beds)  and  other  needed 
professional  personnel  could  be  provided  temporarily 
by  the  State;  (c)  the  services  of  available  professional 
personnel  trained  in  rehabilitation  could  be  secured 
on  a  per  diem  or  fee  for  service  basis  paid  for  by  the 
State;  (d)  the  State  could  provide  funds  for  training 
local  physicians  and  other  professional  personnel  in 
rehabilitation  methods.  These  measures  would  serve  to 
create  widely  scattered  nuclei  out  of  which  could  grow 
a  more  comprehensive  program  supported  by  local 
agencies  exploiting  the  enormous  economic  and  social 
advantages  which  modern  methods  of  rehabilitation 
now  offer  to  the  disabled  and  chronically  ill.  Such  a 
comprehensive  program  could  include:  (a)  for  rural 
areas,  small  travelling  clinics,  serving  chiefly  for  case¬ 
finding,  evaluation  of  rehabilitation  problems  and  pro¬ 
viding  consultation  to  the  communities’  physicians, 
(b)  in  smaller  centers  of  population,  such  as  cities  of 
25,000,  rehabilitation  units  in  one  or  more  existing 
hospitals,  supervised  by  an  experienced  physician  and 
with  basic  personnel  consisting  of  an  occupational  and 
physical  therapist,  (c)  for  larger  centers,  such  as  cities 
of  100,000,  a  rehabilitation  unit  having  the  services  of 


a  psychologist,  social  worker,  vocational  adviser  in 
addition  to  the  therapists,  (d)  in  Chronic  Disease  Hos¬ 
pital  Centers,  rehabilitation  units  capable  of  handling 
any  type  of  rehabilitation  problem,  (e)  a  program  of 
public  and  professional  education,  including  educa¬ 
tion  of  physicians,  nurses  and  social  workers  in  the 
possibilities  of  rehabilitation,  (f)  research  in  impoved 
methods  of  rehabilitation. 

The  role  of  the  practicing  physician.  The  practic¬ 
ing  physicians  throughout  the  State  will  always  bear 
the  full  brunt  of  responsibility  for  the  care  of  chronic 
illness.  The  major  aim  of  the  program  is  to  aid  them  in 
meeting  this  responsibility.  The  early  diagnosis  of 
chronic  disease,  the  care  of  the  ambulatory  and  home- 
bound  chronically  ill,  as  well  as  the  bulk  of  care  in 
general  hospitals  and  supervision  of  care  in  nursing 
homes  and  related  institutions,  rests  with  the  prac¬ 
ticing  physician.  The  proposed  program  is  designed 
to  assist  him  bjr  making  available  more  adequate 
hospital  and  other  institutional  facilities  by  providing 
him  with  consultation  services,  when  needed,  and  by 
furnishing,  in  the  Chronic  Disease  Hospital  Centers, 
facilities  for  referring  problem  cases  for  special  diag¬ 
nostic  treatment  or  rehabilitation  services.  The  pro¬ 
posed  program  would  stimulate  the  interest  of  the 
practicing  physician  in  the  medical  problems  of 
chronic  disease,  affording  him  opportunities  for  under¬ 
graduate  and  postgraduate  instruction,  and  bringing 
to  him  the  fruits  of  the  most  recent  research  in  this 
broad  field  of  medical  care. 

Relation  to  existing  programs  and  services.  The 
proposed  program  would  supplement  and  not  in  any 
way  replace  existing  programs  and  services  for  specific 
forms  of  chronic  illness.  It  should  be  emphasized, 
moreover,  that  no  organized  program  now  exists  for 
the  benefit  of  the  great  majority  of  the  chronically  ill. 
The  State  Department  of  Health  now  has  under  way 
expanded  programs  for  the  control  of  tuberculosis,  for 
medical  rehabilitation  of  the  physically  handicapped 
and  for  aiding  in  the  improvement  of  facilities  for  the 
care  of  cancer  patients.  With  the  possible  exception  of 
the  tuberculosis  program,  each  of  these  would  benefit 
from  the  facilities  and  services  which  the  program 
here  proposed  would  foster.  All  three  of  these  pro¬ 
grams  would  cooperate  in  the  research  aspects  of  the 
proposed  program.  Authorities  in  the  field  of  cancer 
have  long  pointed  to  the  need  for  increased  hospital, 
institutional  and  home  care  facilities  for  the  care  of 
advanced  cancer  patients.  Although  the  cancer  prob¬ 
lem  is  so  large  in  terms  of  the  number  of  patients 
affected  that  it  is  probable  that  additional  facilities 
may  be  needed,  those  provided  by  the  present  proposed 
program,  coupled  with  urgently  needed  expansion  of 
the  Roswell  Park  Memorial  Institute,  would  aid  in 
meeting  pressing  immediate  needs  in  this  field  of 
medical  care. 

Any  program  for  improving  the  care  of  the  chron¬ 
ically  ill  involves  problems  and  services  now  within 
the  sphere  of  several  departments  of  the  State,  includ¬ 
ing  Health,  Social  Welfare,  Mental  Hygiene  and 
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Education.  An  important  task  of  the  State  agency 
designated  to  administer  the  proposed  program,  there¬ 
fore,  would  be  to  obtain  the  cooperation  of  these,  as 
well  as  other  official  and  voluntary  agencies,  in  secur¬ 
ing  coordinated  and  integrated  effort  for  meeting  the 
needs  of  the  chronically  ill. 

State  aid  for  care  in  hospitals  and  related  institu¬ 
tions.  No  program  for  the  care  of  the  chronically  ill 
can  be  fully  effective  as  long  as  patients  either  fail  to 
take  advantage  of  the  services  available  or,  wishing 
to  use  them,  are  precluded  from  doing  so  because  of 
inability  personally  to  pay  for  care.  Therefore,  treat¬ 
ment  of  the  latter  patients  will  depend  upon  their  re¬ 
ceiving  medical,  hospital  and  related  institutional  care 
promptly  at  public  expense. 

Care  in  general  hospitals  for  persons  unable  to  pay 
is  now  a  local  financial  responsibility,  except  that  the 
State  reimburses  if  the  patient  is  a  recipient  of  Old 
Age  Assistance,  Aid  to  Dependent  Children  and  Aid 
to  Blind  or  is  a  State  Charge.  While  the  State  reim¬ 
burses  on  the  cost  of  care  of  recipients  of  public  relief 
in  proprietary  nursing  homes,  the  total  cost  of  care  in 
the  public  homes,  including  their  infirmaries,  is  borne 
by  the  locality. 

The  effective  development  and  operation  of  the 
program  proposed  for  the  care  of  the  chronically  ill 
would  necessarily  increase  expenditures  for  local  serv¬ 
ices,  as  it  would  involve  the  maintenance  of  public 
nursing  home  facilities  of  high  quality,  and  a  more 
liberal  acceptance  of  public  responsibility  for  the  care 
of  the  medically  indigent  chronically  ill.  Under  the 
present  scope  of  State  reimbursement,  most  of  this 
cost  would  fall  upon  the  localities.  This  would  place 
too  great  a  burden  on  the  localities  and  clearly  indi¬ 
cates  the  need  for  state  aid. 

The  State  has  found  it  necessary  to  relieve  the  lo¬ 
calities  of  all  or  part  of  the  financial  costs  of  the  exist¬ 
ing  programs  for  the  care  of  two  major  chronic  di¬ 
seases,  namely,  mental  disease  and  tuberculosis.  In 
the  former,  the  State  carries  the  total  cost  for  patients 
unable  to  pay  for  care  and,  in  the  latter,  approxi¬ 
mately  half  the  cost  for  all  patients,  regardless  of  eco¬ 
nomic  status. 

No  program  involving  special  efforts  in  the  field  of 
prevention,  early  diagnosis  and  treatment  of  disabili¬ 
ties  of  long  duration  can  be  operated  effectively  by  the 
localities  without  State  financial  participation.  If  the 
present  system  of  State  welfare  reimbursement  were 
expanded  to  include  the  care  of  all  the  publicly  de¬ 
pendent  and  medically  indigent  chronically  ill  in 
hospitals  and  in  publicly  operated  facilities  of  the 


nursing  home  type  which  meet  minimum  standards, 
the  localities  would  then  be  able  to  do  their  part  in 
providing  promptly  the  variety  of  care  best  suited  to 
the  patients’  needs. 

ESTIMATED  COSTS 

On  the  basis  of  present  day  costs  (estimated  at  50 
per  cent  above  those  in  1940),  construction  of  five  Re¬ 
gional  Hospital  Centers  for  chronic  disease  of  150  beds 
each  is  estimated  to  involve  a  State  capital  expendi¬ 
ture  of  $9,000,000,  and  a  gross  annual  operating  cost 
to  the  State  of  $2,190,000.  This  does  not  make  allow¬ 
ance  for  an  estimated  income  from  patients  of  approxi¬ 
mately  20  per  cent  of  the  gross  operating  cost.  An 
exact  estimate  of  the  annual  operating  cost  of  sup¬ 
porting  an  equivalent  number  of  chronic  disease  hos¬ 
pital  beds  for  New  York  City  residents  could  not  be 
made  until  a  plan  had  been  submitted  and  accepted 
indicating  the  type  of  hospital  service  in  New  York 
City  which  is  to  be  supported  by  the  State.  The  amount 
of  such  support  certainly  would  not  exceed  that  of 
the  total  for  the  five  Regional  Hospital  Centers.  The 
annual  budget  for  the  designated  State  agency  to  ad¬ 
minister  the  program  is  estimated  at  $100,000. 

It  should  be  pointed  out  that  the  Chronic  Disease 
Hospital  Centers,  in  addition  to  serving  paying  pa¬ 
tients,  would  provide  care  to  the  chronically  ill  recipi¬ 
ents  of  public  assistance  and  the  medically  indigent 
who,  if  not  cared  for  in  these  Centers,  would  be  receiv¬ 
ing  care  in  some  other  hospital  at  public  expense.  The 
cost  of  research  would  constitute  a  new  expenditure, 
but  one  which  undoubtedly  would  pay  for  itself  many 
times  over.  The  rehabilitative  services  of  the  Centers 
will  restore  many  persons  to  economic  usefulness  and, 
accordingly,  increase  the  wealth,  as  well  as  the  well¬ 
being,  of  our  people. 

Since  the  question  of  State  reimbursement  for  hos¬ 
pital  care  generally  and  for  care  in  public  homes  is 
now  under  study  by  two  sub-committees  of  the  Special 
Committee  on  Social  Welfare  and  Relief  of  the  Legis¬ 
lative  Committee  on  Interstate  Cooperation,  it  has  not 
seemed  advisable  to  attempt  to  make  an  estimate  at 
this  time  of  the  possible  cost  of  state  aid  for  care  of 
the  chronically  ill  in  general  hospitals  or  for  nursing 
home  type  of  care  which  may  be  provided  in  local 
public  facilities.  The  possibility  that  federal  aid 
will  be  made  available  to  the  states  for  the  medical 
care  of  the  indigent  further  complicates  the  making  of 
reasonably  accurate  estimates  of  the  amount  of  state 
aid  which  would  be  required  for  this  type  of  care. 
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SUPPORTING  STATEMENTS 


STATEMENT  OF  CONFERENCE  TO  DIS¬ 
CUSS  THE  NEED  FOR  AND  MEANS 
OF  FORMULATING  A  STATE 
PROGRAM  FOR  THE  CARE 
OF  THE  CHRONICALLY  ILL 

The  care  of  the  chronically  ill,  exclusive  of  mental 
disease  and  tuberculosis,  is  a  problem  of  grave  propor¬ 
tions  and  gives  every  indication  of  becoming  even 
more  important  because  of  the  progressive  aging  of 
our  population.  New  York  City,  recognizing  the  need 
for  adequate  medical  care  in  this  field,  has  provided 
hospital  and  custodial  care  facilities  for  the  chronically 
ill,  and  is  currently  planning  an  extension  of  its  pro¬ 
gram.  However,  this  remains  an  unresolved  problem 
in  most  counties  and  cities  of  upstate  New  York. 
Therefore,  the  more  immediate  consideration  should  be 
directed  to  its  solution  in  these  localities. 

Representatives  of  the  State  Department  of  Health, 
the  State  Department  of  Mental  Hygiene,  and  the 
State  Department  of  Social  Welfare,  local  public  wel¬ 
fare  officials,  many  practicing  physicians,  superintend¬ 
ents  of  general  hospitals  and  recent  studies  emphasize 
the  urgent  need  for  more  prompt  and  adequate  medi¬ 
cal  care  for  chronically  ill  persons.  Their  number  is 
increasing  annually  as  the  proportion  of  the  State 
population  in  the  upper  age  group  rises.  The  general 
hospitals  do  not,  as  a  rule,  have  sufficient  beds  to  admit 
many  chronic  cases.  Most  county  home  infirmaries 
are  neither  built,  equipped  nor  staffed  to  care  properly 
for  such  patients.  Yet  the  need  is  so  pressing  that  a 
number  of  counties  and  cities  are  planning  postwar 
construction  of  institutions  to  care  for  these  individu¬ 
als,  generally  without  including  in  their  plans  provi¬ 
sions  for  adequate  medical  service. 

For  planning  purposes,  a  chronic  illness  may  be 
described  as  one  of  two  to  three  months  duration  and 
having  an  indefinite  prognosis.  Half  the  current 
deaths  are  due  to  cardio-vascular-renal  conditions, 
which  are  chronic  illnesses.  The  National  Health  Sur¬ 
vey  and  other  studies  indicate  that  there  are  approxi¬ 
mately  177  chronically  ill  persons  per  1,000  popula¬ 
tion,  11  of  whom  are  disabled.  This  rate  is  doubled 
in  the  ‘  ‘  under  $2,000  ’  ’  income  group.  The  chronically 
ill  are  of  all  ages  but  are  most  prevalent  in  the  popula¬ 
tion  over  45  years  old.  Incidence  also  varies  with  oc¬ 
cupation  and  residence,  urban  and  rural.  These  data 
are  sufficiently  applicable  to  New  York  State  to  war¬ 
rant  their  acceptance  as  a  guide  in  formulating  a  State 
program  for  care  of  the  chronically  ill,  particularly 
since  the  need  for  ameliorative  steps  is  so  apparent. 

The  care  of  chronically  ill  patients,  both  ambulatory 
and  bedridden,  varies  with  individual  medical  need. 
The  patients  fall  into  three  categories:  (1)  those  re¬ 
quiring  medical  care  for  diagnosis  and  treatment;  (2) 
those  requiring  chiefly  skilled  nursing  care;  (3)  and 
those  requiring  only  custodial  or  attendant  care.  Such 


care  may  be  provided  at  home,  in  nursing  homes  or  in 
institutions.  It  should  be  recognized  that  the  place  of 
care  of  the  individual  patient  will  vary,  dependent 
upon  his  changing  medical  needs,  and  that  continunous 
medical  supervision  is  necessary  regardless  of  the 
place,  or  consecutive  places,  wherein  care  is  provided. 

Care  at  home  should  include  medical  supervision, 
visiting  bedside  nurse  and  full  or  part-time  house¬ 
keeper  services  as  required,  and  adequate  relief  grants 
in  cases  of  indigency.  Nursing  homes  should  be  under 
State  or  State-local  licensure  and  supervision.  Institu¬ 
tional  care  of  two  types,  active  medical  and  custodial, 
should  be  provided.  The  active  medical  service  can 
best  be  provided  in  a  hospital  for  chronic  diseases 
closely  allied  with  a  general  hospital  and  a  medical 
teaching  institution  of  high  quality.  This  hospital 
for  chronic  diseases  should  have  a  division  for  cus¬ 
todial  care,  although  most  of  the  custodial  care  might 
be  provided  in  each  county,  or  for  a  group  of  counties, 
by  improved  county  home  infirmaries  under  State 
supervision  and  with  State  reimbursement. 

Care  for  chronically  ill  patients  might  best  be  de¬ 
veloped  on  a  regional  basis  in  upstate  New  York.  The 
number  of  counties  comprising  each  region  would  de¬ 
pend  upon  the  distribution  of  population,  the  availa¬ 
bility  of  transportation,  medical  facilities  and  per¬ 
sonnel  of  each  area.  The  center  of  care  for  each  region 
would  be  a  hospital  for  chronic  diseases  closely  related 
to  a  general  hospital  equipped  with  adequate  diagnos¬ 
tic  and  therapeutic  resources  both  as  regards  personnel 
and  facilities,  a  teaching  institution  of  high  quality, 
the  envisioned  local  custodial  institutions,  the  home 
bedside  nursing  program,  the  practicing  physicians’ 
and  the  out-patient  services  within  the  region.  If 
properly  developed,  this  coordination  would  insure 
early  diagnosis,  a  high  quality  of  continuous  medical 
care  and  utilize  the  maximum  contribution  that  each 
institution  and  professional  group  could  make  to  the 
welfare  of  the  patient.  This  service  cannot  usually 
be  provided  in  less  populous  localities  because  of  the 
prohibitive  per  diem  cost  of  a  small  operating  unit  and 
the  limited  number  of  highly  qualified  professional 
personnel.  These  factors  would  compensate  for  any 
disadvantage  accruing  to  patients  living  at  a  distance 
from  the  hospital. 

All  patients  medically  eligible  for  hospital  and  cus¬ 
todial  care  because  of  chronic  illness  should  be  ac¬ 
cepted.  Those  financially  able  to  pay  for  part  or  all 
of  their  care  should  do  so.  To  insure  the  quality  of 
administration  and  care,  flexibility,  coordination  and 
modification  as  indicated  by  advances  in  medical  sci¬ 
ence  and  varying  demands,  the  program  should  be 
supervised  by  an  operating  State  agency. 

Any  adequate  program  for  care  of  the  chronically 
ill  should  incorporate  and  correlate  the  following : 

1.  Encouragement  of  medical  research  and  medical 

education  regarding  the  nature,  causes  and  meth¬ 
ods  of  retardation  of  chronic  illness. 
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2.  Establishment  of  institutions  for  the  diagnosis  and 
treatment  of  chronic  illness,  either  incorporating 
adequate  facilities  and  personnel  for  medical  re¬ 
search  and  medical  teaching  programs  or  closely 
related  to  institutions  where  such  programs  exist. 

3.  Establishment  of  services  to  make  possible  the 
home  care  of  chronically  ill  patients  whose  condi¬ 
tion  does  not  demand  institutionalization. 

4.  Availability  of  expert  guidance  to  practicing  physi¬ 
cians.  This  is  requisite  to  early  recognition  of 
chronic  disease  and  a  factor  closely  linked  to  its 
retardation. 

5.  Encouragement  of  medical  service  in  smaller  com¬ 
munities  and  rural  areas. 

6.  Establishment  of  services  for  the  economic  and 
social  rehabilitation  of  chronic  patients  able  to 
profit  from  such  a  program. 

Because  of  the  urgent  need  for  adequate  care  of  the 
chronically  ill,  and  the  imminent  possibility  of  struc¬ 
tural  expansion  of  some  county  homes  and  the  likeli¬ 
hood  of  the  establishment  of  some  local  programs  for 
the  care  of  the  chronically  ill,  the  following  sugges¬ 
tions  are  made  for  the  consideration  of  the  Health 
Preparedness  Commission : 

1.  The  Health  Preparedness  Commission,  in  coopera¬ 
tion  with  the  newly  appointed  Commission  on  Med¬ 
ical  Care,  should  appoint  a  small  committee  of  ex¬ 
perts  to  make  practical  suggestions  for  formulating 
a  State  plan  for  the  care  of  the  chronically  ill. 

2.  The  Health  Preparedness  Commission  should  take 
steps  to  inform  the  proper  State  and  local  officials 
that  consideration  of  the  provision  of  state  aid 
for  the  physical  extension  of  county  and  local  in¬ 
stitutions  for  the  care  of  the  chronically  ill  and 
infirm  should  be  deferred,  and  that  county  and 
local  units  of  government  planning  to  expand  such 
facilities  totally  with  their  own  financial  resources 
should  be  urged  to  consider  their  programs  in  the 
light  of  recommendations  and  proposals  to  be  made 
by  the  New  York  State  Health  Preparedness  Com¬ 
mission. 

George  Baehr,  M.D. 

Ernst  P.  Boas,  M.D. 

Elsie  M.  Bond 

Louis  I.  Dublin 

Edward  S.  Godfrey,  Jr.,  M.D. 

Mary  C.  Jarrett 

Robert  T.  Lansdale 

Frederick  MacCurdy,  M.D. 

Basil  MacLean,  M.D. 

0.  W.  H.  Mitchell,  M.D. 

Herman  G.  Weiskotten,  M.D. 

September  21,  1944. 

The  New  York  State  Health  Preparedness  Commis¬ 
sion  thanks  the  individuals  who  have  prepared  and  ap¬ 
proved  the  foregoing  statement  and  records  itself  as 
concurring  with  the  statement,  amended  as  follows: 


1.  Item  No.  6  should  read:  “Integration  of  nursing 
homes  for  the  custodial  care  of  the  chronic  sick 
with  the  general  program  for  the  care  of  the  chron¬ 
ically  ill,”  and  present  items  No.  5  and  No.  6 
should  become  items  No.  6  and  No.  7. 

2.  The  first  suggestion,  immediately  above,  should 
read:  “The  New  York  State  Health  Preparedness 
Commission  should  appoint  a  qualified  physician, 
assisted  by  a  small  committee  of  experts,  to  formu¬ 
late  a  State  plan  for  the  care  of  the  chronically 
ill.” 

3.  The  second  suggestion,  immediately  above,  should 
read:  “The  New  York  State  Health  Preparedness 
Commission  should  notify  the  proper  State  and 
local  officials  concerned  with  providing  and  ex¬ 
tending  facilities  for  the  care  of  the  chronically  ill 
of  the  intention  of  the  Commission  to  formulate  a 
State  plan  for  the  care  of  the  chronically  ill.” 

Approved  as  amended  by : 

New  York  State  Health  Preparedness  Commission 
December  8,  1944 

STATEMENT  OF  THE  SUBCOMMITTEE 
ON  MEDICAL  EDUCATION  AND  RE- 
SEARCH  OF  THE  ADVISORY  COM¬ 
MITTEE  ON  PLANNING  FOR 
THE  CARE  OF  THE 
CHRONICALLY  ILL 

With  the  advancing  conquest  of  many  of  the  acute 
forms  of  illness  and  the  steadily  greater  proportion  of 
older  people  in  our  population,  chronic  diseases  are 
assuming  ever  greater  importance  as  health  problems. 
We  have  long  recognized  and  planned  to  meet  the 
challenge  of  two  chronic  diseases — mental  illness  and 
tuberculosis.  Active  programs  and  campaigns  are 
under  way  with  respect  to  at  least  two  others — cancer 
and  infantile  paralysis.  There  is  awakened  interest 
and  awareness  regarding  the  problem  of  chronic  ill¬ 
ness  as  a  whole.  Different  though  the  various  chronic 
diseases  may  be  scientifically,  they  present  many  com¬ 
mon  features  as  problems  in  medical  care,  teaching  and 
research.  There  is  need  for  a  concerted,  rather  than 
a  piecemeal,  attack  on  the  entire  group  of  chronic  di¬ 
seases,  including  heart  disease,  diabetes,  arthritis,  ne¬ 
phritis,  hypertension  and  diseases  of  the  nervous  sys¬ 
tem,  to  name  only  the  more  common  ones.  There  is 
need  for  an  organized,  continuous  program  of  re¬ 
search  ;  for  expanded  facilities  for  undergraduate  and 
postgraduate  teaching  in  prevention,  treatment  and 
rehabilitation;  and  for  hospital  centers  which  would 
carry  on  such  teaching  and  research  and  also  act  as 
consultation  and  referral  facilities  for  general  hospi¬ 
tals. 

In  the  City  of  New  York  such  teaching,  research  and 
referral  centers  have  already  been  established  by  the 
Department  of  Hospitals  in  association  with  the  med¬ 
ical  schools  of  New  York  University  and  Columbia 
University. 
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The  Subcommittee  on  Medical  Education  and  Re¬ 
search  urges  that  similar  centers  he  established  for 
the  upstate  area,  in  association  with  the  medical 
schools  in  Albany,  Buffalo,  Rochester,  Syracuse  and 
New  York  City.  Such  centers  should  be  built  and  fi¬ 
nanced  by  the  State  and  operated  under  the  super¬ 
vision  of  a  designated  State  agency  having  responsi¬ 
bility  for  a  broad  program  for  the  improved  care  of 
chronic  illness.  The  staffing  and  professional  opera¬ 
tion  of  these  centers  should  be  entrusted,  as  far  as 
possible,  to  the  medical  schools  and  the  hospitals  with 
which  they  are  associated.  This  principle  of  joint 
operation  of  a  hospital  and  research  unit  by  a  govern¬ 
mental  unit  and  a  teaching  institution  has  been  tried 
and  proved  workable  for  many  years  in  Rochester, 
Syracuse  and  New  York  City.  It  combines  the  best 
features  of  both  types  of  administration. 

The  Subcommittee  wishes  to  emphasize  that,  with¬ 
out  support  by  the  State,  both  for  construction  and 
continued  maintenance,  there  is  little  likelihood  that 
the  needed  research  and  teaching  centers  for  chronic 
disease  would  be  created.  The  importance  of  chronic 
disease  is  such  that  the  establishment  of  such  centers 
is  essential  to  any  long  term  program  for  the  improve¬ 
ment  of  the  health  of  our  people. 

R.  S.  Cunningham,  M.D.,  Dean 

Albany  Medical  College,  Union  University 
Stockton  Kimball,  M.D.,  Dean 

University  of  Buffalo,  School  of  Medicine 
H.  G.  Weiskotten,  M.D.,  Dean 

Syracuse  University,  School  of  Medicine 
G.  H.  Whipple,  M.D.,  Dean 

University  of  Rochester,  School  of  Medicine 
January  22,  1946 

STATEMENT  OF  DR.  HOWARD  A.  RUSK 
ON  MEDICAL  REHAHILITATION 

Because  of  his  leadership  and  outstanding  achievements  in 
advancing  the  art  and  science  of  medical  rehabilitation,  Dr. 
Howard  A.  Rusk,  Chairman  of  the  Department  of  Rehabilita¬ 
tion  and  Physical  Medicine,  New  York  University  College  of 
Medicine,  was  invited  by  the  Health  Preparedness  Commission 
to  present  his  views  regarding  the  rehabilitative  aspects  of  the 
proposed  program  for  the  care  of  chronic  illness.  Following  is 
Dr.  Rusk’s  letter,  addressed  to  the  Medical  Director  of  the 
Commission’s  staff. 

Department  of  Rehabilitation  and  Physical  Medicine 
New  York  University  College  of  Medicine 
New  York  City 

April  17,  1947 

My  dear  Dr.  Levin: 

Knowing  of  my  interest  in  rehabilitation  and  con¬ 
valescent  care,  I  am  sure  you  realize  that  it  was  with 
considerable  interest  that  I  read  the  proposed  program 
for  the  care  of  the  chronically  ill  in  New  York 
State  prepared  by  the  New  York  State  Com¬ 
mission  to  Formulate  a  Long  Range  Health  Pro¬ 
gram.  Based  on  my  experience  in  this  field,  I  sin¬ 
cerely  feel  that  the  recommendations  of  the  Commis¬ 
sion,  if  adopted,  would  provide  for  immeasurable  im¬ 
provement  in  both  the  scope  and  availability  of  in¬ 


creased  medical  care  for  the  nearly  three  quarters  of 
a  million  persons  in  New  York  State  who  suffer  from 
disabling  chronic  illnesses. 

Using  the  criteria  of  the  National  Health  Survey 
conducted  by  the  United  States  Public  Health  Serv¬ 
ice  in  which  it  was  reported  that  11.7  persons  per 
1,000  are  permanent  invalids  (it  should  be  noted  that 
these  figures  do  not  include  persons  with  tuberculo¬ 
sis  and  mental  diseases),  there  are  at  least  164,000 
persons  in  New  York  State  classed  as  permanent  in¬ 
valids  who  should  be  examined  and  evaluated  for  pos¬ 
sible  rehabilitation.  This,  of  course,  is  a  minimal  fig¬ 
ure  for  there  are  thousands  of  others  whose  disabili¬ 
ties,  although  partial,  are  serious  deterrents  to  eco¬ 
nomically  and  socially  productive  living 

Experience  in  the  rehabilitation  programs  of  the 
military  services,  the  Veterans’  Administration,  and 
some  civilian  hospitals  have  shown  that  functional 
ability  in  walking,  the  use  of  hands,  and  the  skills  nec¬ 
essary  to  carry  on  the  factors  inherent  in  daily  living 
and  work  can  be  immeasurably  improved  by  purpose¬ 
ful  programs  of  planned  rehabilitation  and  retraining 
conducted  by  competent,  trained  personnel.  Medical 
service  should  not  be  considered  complete  until  the 
residual  disability  of  the  paralytic  is  reduced  to  the 
minimum,  until  the  cardiac  patient  has  been  taught  to 
live  within  the  limits  of  his  disability  but  to  the  hilt 
of  his  abilities,  until  the  amputee  has  gained  the  maxi¬ 
mum  skill  in  the  use  of  his  prosthetic  device,  or  until 
the  laryngectomized  patient  has  developed  the  best 
possible  esophageal  voice.  Yet,  because  of  the  lack  of 
adequate  facilities,  trained  personnel  and  research 
necessary  for  this  third  phase  of  medical  care,  which 
takes  the  patient  from  the  bed  to  the  job,  many  pa¬ 
tients  are  now  discharged  from  hospitals  ill-equipped 
to  meet  the  demands  of  daily  living  and  of  work,  or 
remain  static  hospital  cases  occupying  sorely  needed 
acute  beds.  There  is  no  more  striking  example  of  the 
need  for  increased  emphasis  on  rehabilitation  oppor¬ 
tunities  than  the  estimated  18,000  children  in  New 
York  State  who  are  handicapped  by  cerebral  palsy. 
Though  75  per  cent  of  this  group  have  intelligence 
quotients  of  70  or  higher  and  are  unquestionably 
teachable,  few  have  the  proper  treatment  and  training 
needed  to  gain  maximum  improvement  in  coordina¬ 
tion,  control  and  motor  skills.  Their  adult  counter¬ 
parts  are  the  thousands  of  arthritics  and  hemiplegics 
who  likewise  have  no  place  to  which  they  may  turn 
for  retraining  and  rehabilitation. 

Ignoring  the  humanitarian  and  social  values  of 
transforming  disabled  dependents  into  useful,  produc¬ 
tive  citizens,  it  has  been  demonstrated  that  rehabili¬ 
tation  pays  off  economically.  Of  the  43,997  persons 
undergoing  vocational  rehabilitation  in  the  state  pro¬ 
grams  operated  under  the  Office  of  Vocational  Reha¬ 
bilitation  of  the  Federal  Security  Agency  in  1944,  22 
per  cent,  or  more  than  10,000,  had  never  been  gainfully 
employed  and  nearly  90  per  cent,  or  approximately 
40,000,  were  not  employed  at  the  time  they  started 
their  rehabilitation.  The  average  annual  wage  of  the 
entire  group  prior  to  rehabilitation  was  $148.  After 
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rehabilitation,  the  average  annual  wage  of  the  group 
increased  to  $1,768. 

Prior  to  rehabilitation  the  majority  of  these  per¬ 
sons  relied  on  general  public  assistance  not  only  for 
the  disabled  individual  but  also  for  his  family.  The 
annual  cost  to  the  taxpayer  for  such  assistance  was 
from  $300  to  $500  per  case,  but  the  total  cost  of  their 
rehabilitation  averaged  only  $300  per  ease,  a  non¬ 
recurring  expenditure.  The  taxes  paid  directly  as  a 
result  of  increased  income,  and  indirectly  through  in¬ 
creased  purchasing  power,  by  this  group  in  a  single 
year  were  sufficient  to  reimburse  the  government  for 
the  major  portion  of  the  cost  of  their  rehabilitation.  Of 
prime  importance  is  the  additional  fact  that  of  the 
group  of  rehabilitated  persons  last  year,  approxi¬ 
mately  41  per  cent  were  under  the  age  of  15  at  the 
time  of  disablement,  and  approximately  34  per  cent 
were  between  the  ages  of  15  and  30  years. 

Though  this  program,  which  is  operated  as  a  divi¬ 
sion  of  the  State  Department  of  Education,  is  known 
as  “ vocational' ’  rehabilitation,  the  services  it  assumes 
are  varied  and  include  the  cost  for  medical  care,  med¬ 
ical  rehabilitation,  hospitalization,  nursing  care  and 
furnishing  prosthetic  devices.  Medical  rehabilitation 
is  very  frequently  a  prerequisite  for  any  indicated 
vocational  training,  for  it  is  essential  that  the  disabil¬ 
ity  be  reduced  to  its  minimum  before  a  vocational  ob¬ 
jective  is  picked  for  the  client.  Because  of  the  lack  of 
facilities  for  medical  rehabilitation  throughout  New 
York  State,  many  clients  are  denied  the  services  of 
this  program.  Also  excluded  are  the  many  disabled 
housewives  and  those  of  later  years  who  are  not  con¬ 
sidered  “vocational”  prospects. 

As  has  been  recommended  by  the  Subcommittee  on 
Community  Rehabilitation  Centers  of  The  Baruch 
Committee  on  Physical  Medicine,  there  is  need  for  a 
series  of  community  rehabilitation  centers  extending 
from  the  traveling  clinics  in  the  sparsely  populated 
areas,  concentrating  on  case  finding  and  consultation 
services,  to  the  local  physician  to  complete  or  “total” 
centers  in  the  metropolitan  areas  in  which  highly  spe¬ 
cialized  services  in  physical  rehabilitation  and  res¬ 
toration,  psycho-social  adjustment,  and  vocational 
guidance  and  training  would  be  available. 

In  the  smaller  cities  it  would  be  possible  to  establish 
rehabilitation  centers  in  conjunction  with  local  gen¬ 
eral  hospitals.  Such  centers,  though  small  and  lim¬ 
ited  in  facilities  and  personnel,  would  be  able  to  meet 
the  needs  of  many  of  the  less  severe  cases  of  the  com¬ 
munity.  Severe  cases  could  be  transferred  to  more 
comprehensive  programs  in  the  medium  sized  cities, 
or  to  the  larger  centers  in  the  metropolitan  areas 
which  would  offer  a  complete  service  for  all  types  of 
cases.  Such  centers  would  follow  the  same  organiza¬ 
tional  concepts,  both  in  regard  to  serving  specified  re¬ 
gions  and  being  affiliated  with  existing  hospitals  or 
medical  schools,  as  the  Chronic  Disease  Hospital  Cen¬ 
ters  being  recommended  by  the  Commission.  The  es¬ 
tablishment  of  the  latter  would  undoubtedly  provide 
the  basis  for  the  organization  of  such  rehabilitation 
centers. 


With  a  series  of  rehabilitation  centers,  it  would  be 
possible  to  provide  training  opportunities  for  physi¬ 
cians,  therapists,  social  workers,  vocational  guidance 
specialists  and  the  other  personnel  essential  to  the 
rehabilitation  processes  from  the  entire  area  serviced. 
The  establishment  of  regional  plans  for  training,  re¬ 
search  and  professional  and  public  education  in  re¬ 
habilitation  could  be  developed  rather  easily  following 
the  pattern  established  at  Rochester  by  the  Council 
of  Regional  Hospitals. 

It  is  evident  that  much  of  the  leadership  in  estab¬ 
lishing  a  complete  program  of  medical  rehabilitation 
for  the  State  must  come  from  the  State  itself.  Though 
there  is  considerable  interest  on  the  community  level 
in  providing  rehabilitation  centers  in  New  York  State, 
significant  impetus  could  be  given  their  development 
by  leadership  from  the  State  Department  of  Health 
through  its  Division  of  Medical  Rehabilitation,  in 
cooperation  with  the  Department  of  Education  and 
other  State  agencies  concerned  in  this  field.  Such  a 
program  can  effectively  coordinate  community  think¬ 
ing  and  action,  integrate  planned  programs  with  ex¬ 
isting  resources,  stimulate  inter-community  relation¬ 
ships  and  prevent  duplication  of  effort. 

As  you  know,  an  extensive  medical  rehabilitation 
program  is  being  developed  in  New  York  City  at  the 
present  time  in  Bellevue  Hospital.  An  even  more 
comprehensive  program  is  being  planned  for  the  new 
Institute  of  Rehabilitation  and  Physical  Medicine 
which  is  to  be  a  part  of  the  new  New  York  University- 
Bellevue  Medical  Center.  These  new  facilities,  to¬ 
gether  with  the  many  specialized  agencies  within  New 
York  City  dealing  with  various  aspects  of  rehabilita¬ 
tion,  however,  will  be  insufficient  to  meet  the  rehabili¬ 
tation  needs  of  all  of  the  residents  of  New  York.  That 
similar  centers  are  needed  in  the  remainder  of  New 
York  State  is  shown  by  the  hundreds  of  letters  re¬ 
ceived  by  New  York  University  officials  from  upstate 
residents  requesting  information  about  rehabilitation 
opportunities. 

The  needs  of  many  of  these  patients  could  be  met  by 
the  immediate  establishment  of  small  rehabilitation 
units  in  general  hospitals  throughout  the  State.  More 
comprehensive  rehabilitation  units  could  then  be  es¬ 
tablished  in  the  medical  teaching  centers  at  Buffalo, 
Rochester,  Syracuse  and  Albany.  These  could  be  a 
part  of  the  recommended  Chronic  Disease  Hospital 
Centers,  but  pending  the  establishment  of  the  latter, 
the  rehabilitation  units  could  be  started  almost  imme¬ 
diately  by  designating  certain  sections  of  the  general 
hospitals  now  affiliated  with  those  teaching  centers 
as  Rehabilitation  Units. 

Certainly  some  attention  should  also  be  directed 
toward  the  evaluation  of  disabled  residents  in  the 
public  homes  throughout  the  State.  Unquestionably 
there  are  many  residents  of  such  homes  at  the  present 
time  who  could  be  rehabilitated  and  retrained  to  the 
point  of  whole  or  partial  self-support  or  could  reach 
a  level  of  ability  which  would  permit  self-care.  This 
evaluation  could  probably  be  done  by  a  rehabilitation 
team  consisting  of  a  trained  physician,  therapist  and 
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social  worker  from  one  of  the  Regional  Centers  who 
could  visit  public  homes  in  that  area  (under  the  joint 
sponsorship  of  the  State  Departments  of  Social  Wel¬ 
fare  and  Health.)  The  same  team  might  conceivably 
conduct  the  clinics  previously  suggested  for  the  rural 
regions.  Paralleling  an  expansion  of  physical  facili¬ 
ties  for  rehabilitation,  there  must  be  a  continuing 
program  of  both  professional  and  public  education. 
The  initial  impetus  for  such  an  educational  program 
has  been  furnished  by  the  professional  and  general 
interest  in  the  problems  of  the  disabled  veteran.  If 
the  benefits  of  experience  and  research  gained  from 
the  concerted  efforts  of  the  Nation  to  provide  the  man 
disabled  in  military  service  with  the  maximum  oppor¬ 
tunities  for  rehabilitation  are  to  be  extended  to  the 
far  greater  number  of  disabled  civilians,  there  must 
be  a  continuing  emphasis  on  education.  The  leader¬ 


ship  for  such  education  is  now  coming  from  private 
sources  and  voluntary  health  agencies.  It  is,  however, 
a  responsibility  which  should  be  shared  by  the  State. 

I,  personally,  and  those  with  whom  I  am  associated 
will  be  happy  to  participate  with  the  State  Depart¬ 
ment  of  Health  or  any  other  State  agency  in  any  way 
possible  in  the  implementation  of  any  rehabilitation 
program  which  will  bring  new  opportunity  and  hope 
to  the  disabled  people  of  New  York  State  who  are  so 
desperately  in  need  of  such  services. 

Sincerely, 

Howard  A.  Rusk,  M.D. 

Associate  Editor,  The  New  York  Times 
Chairman,  Department  of  Rehabilitation 
and  Physical  Medicine,  New  York 
University  College  of  Medicine 


41 


SUPPORTING  STUDIES 


PREVALENCE  AND  TREND  OF  CHRONIC 
ILLNESS  IN  NEW  YORK  STATE 

In  this  section  is  presented  a  summary  and  analysis 
of  pertinent  available  information  regarding  the  ex¬ 
tent  of  chronic  illness  in  New  York  State,  how  much 
may  be  expected  to  occur  in  the  next  thirty-five  years 
and  the  amount  of  hospital  care  devoted  to  such  ill¬ 
ness. 

Data  utilized  in  this  report.  The  principal  sources 
for  the  facts  on  which  this  report  is  based  are : 

1.  Data  gathered  by  the  U.  S.  Public  Health  Service 
in  its  National  Health  Survey  of  1935-1936.  In 
addition  to  the  published  papers  of  the  Survey, 
the  U.  S.  Public  Health  Service  made  available 
also  its  material  in  manuscript  form  and-  other 
unpublished  tabulations.  Grateful  acknowledge¬ 
ment  is  made  to  George  St.  John  Perrott,  Chief, 
Division  of  Public  Health  Methods,  and  to  Dr. 
Selwyn  D.  Collins,  Head  Statistician,  U.  S.  Public 
Health  Service,  for  providing  access  to  this  ma¬ 
terial  and  for  assistance  in  its  use. 


2.  The  Hospital  Discharge  Study  for  New  York  City, 
1933,  published  by  the  Welfare  Council  of  New 
York  City  in  1942.  It  was  a  fortunate  circum¬ 
stance  that  this  study  was  made  only  a  few  years 
before  the  National  Health  Survey,  which  in¬ 
cluded  New  York  City,  was  carried  out.  The  two 
studies  supplemented  each  other  with  respect  to 
information  on  hospital  care,  and  thus  certain  esti¬ 
mates  could  be  made  by  combining  data  from 
each.  The  Hospital  Council  of  Greater  New  York 
very  kindly  supplied  certain  unpublished  tabula¬ 
tions  from  this  study. 

3.  Mortality  statistics  of  the  New  York  State  Depart¬ 
ment  of  Health. 

4.  A  special  study,  made  by  the  Commission,  in  co¬ 
operation  with  the  Nassau  County  Department  of 
Public  Welfare,  of  the  medical  care  afforded  wel¬ 
fare  clients  in  Nassau  County,  New  York,  in  1944. 
A  full  report  of  this  study  appears  elsewhere  in 
this  volume. 

5.  Miscellaneous  data  furnished  by  the  New  York 
State  Legislative  Commission  on  Medical  Care, 
1946,  and  the  New  York  State  Department  of 
Social  Welfare. 


Table  5. — Diagnoses  Classified  As  Chronic  for  the  Purpose  of  Estimating  the 
Prevalence  of  Chronic  Illness  in  New  York  State.a 


Cancer,  all  sites 

Nonmalignant  tumors  and  tumors,  nature  unspecified 
Acute  rheumatic  fever 
Chronic  rheumatism,  arthritis  and  gout 
Diabetes  mellitus 

Diseases  of  the  thyroid  gland,  including  all  types  of  goiter  and  parathyroid  diseases 
Anemia,  all  forms 
Other  general  diseases 

Cerebral  hemorrhage  (apoplexy),  embolism,  thrombosis 

Other  paralysis 

Chorea 

Neuralgia  and  neuritis 

Nervousness,  neurasthenia  and  nervous  breakdown 

Diseases  of  the  eye  and  blindness 

Diseases  of  the  ear  and  deafness 

Diseases  of  the  heart  and  coronary  arteries 

Arteriosclerosis  and  high  blood  pressure 

Hemorrhoids 

Varicose  veins  or  ulcer,  varicocele 

Sinusitis 

Asthma 

Hay  Fever 

Ulcer  of  the  stomach  or  duodenum 
Hernia 

Diseases  of  the  gallbladder  and  liver 

Nephritis  and  other  diseases  of  the  kidney,  including  kidney,  unspecified 

Diseases  of  the  bladder,  urethra  and  urinary  passages 

Nonvenereal  diseases  of  the  male  genital  organs 

Cysts  of  the  ovaries,  uterus  and  tubes 

Eczema 

Diseases  of  the  bones  and  joints,  except  tuberculosis  and  rheumatism 
Lumbago,  myalgia,  myositis,  stiff  neck  and  other  muscular  pains 
Other  diseases  of  the  organs  of  locomotion 
Congenital  malformations  and  other  diseases  of  early  infancy 
Other  and  ill-defined  causes,  including  senility 


a  Classification  based  on  Manual  of  the  International  List  of  Causes  of  Death,  1929  Revision. 
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For  the  methods  employed  in  utilizing  their  data  and 
the  conclusions  drawn  therefrom,  the  persons  and 
agencies  named  above  should  not,  of  course,  be  con¬ 
sidered  responsible. 

Definition  of  chronic  illness.  A  chronic  illness  is 
one  which  lasts  a  “long”  time,  in  contrast  with  an 
acute  illness,  which  is  over  in  a  relatively  “short” 
period.  Diabetes,  which  is  present  throughout  the 
lifetime  of  an  individual,  is  a  typical  example  of  a 
chronic  illness  while  the  copimon  cold,  which  usually 
has  a  duration  of  two  weeks,  is  considered  an  acute 
illness.  But  chronicity  and  acuteness  are  not  neces¬ 
sarily  mutually  exclusive.  Acute  episodes  may  occur 
during  the  course  of  a  chronic  disease,  such  as,  for 
example,  diabetic  coma  during  the  course  of  diabetes. 
An  acute  illness  may  result  in  a  chronic  disease,  such 
as  chronic  nephritis  which  follows  scarlet  fever.  Thus, 
while  the  nature  of  the  disease,  as  described  by  the 
diagnosis,  usually  indicates  whether  the  illness  is 
chronic  or  acute,  this  is  not  always  true.  For  practical 
purposes,  any  illness  of  long  duration  must  be  con¬ 
sidered  chronic,  regardless  of  its  cause.  In  this  re¬ 
port,  each  of  these  methods  of  defining  chronic  illness 
will  be  used.  With  respect  to  duration,  the  definition 
employed  by  the  National  Health  Survey — any  patho¬ 
logical  condition  known  to  the  patient  and  causing 
symptoms  for  three  months  or  more — has  been  adopted 
in  estimating  prevalence  on  the  basis  of  the  Survey’s 
findings.  In  addition,  certain  diagnoses  were  selected 
as  describing  diseases  of  a  chronic  nature.  These  di¬ 
agnoses  are  listed  in  Table  5.  Use  of  the  diagnostic 
definition  was  necessitated  by  the  fact  that  certain 
information  was  not  available  for  illness  classified  by 
duration  of  symptoms,  but  was  available  by  diagnosis. 
With  respect  to  hospital  care,  hospitalization  of  thirty 
days  or  more  was  adopted  as  defining  a  long-term  or 
chronic  hospitalized  illness,  in  addition  to  the  diag¬ 
nostic  definition. 

THE  INCREASE  IN  CHRONIC  DISEASE 

During  the  past  fifty  years  chronic  disease  has  as¬ 
sumed  steadily  increasing  importance  as  a  cause  of 


illness  and  disability.  Since  most  of  the  chronic  di¬ 
seases  have  never  been  routinely  reported  to  health 
authorities,  statistical  data  regarding  changes  in 
their  prevalence  must  be  derived  from  mortality  rec¬ 
ords. 

The  seven  chronic  diseases  occurring  most  fre¬ 
quently1  as  causes  of  death  in  recent  years  are :  heart 
disease,  cancer,  brain  hemorrhage  and  apoplexy  (in¬ 
tracranial  lesions  of  vascular  origin),  nephritis,  dia¬ 
betes,  diseases  of  the  arteries  and  cirrhosis  of  the 
liver.  These  diseases  now  account  for  almost  one- 
third  the  total  cases  of  chronic  illness2 * * * * *  and  include  six 
of  the  ten  leading  causes  of  death.  Between  1900  and 
1940,  a  period  in  which  the  population  of  New  York 
State  increased  by  85  per  cent  and  the  total  number  of 
deaths  increased  by  only  13  per  cent,  the  number  of 
deaths  from  this  group  of  chronic  diseases  increased 
by  200  per  cent.  (Table  6.) 

In  1900,  the  proportion  of  all  deaths  which  these 
diseases  accounted  for  in  New  York  State  was  one- 
fourth;  in  1925,  one-half;  in  1940,  over  two-thirds. 
(Table  3.)  Part  of  this  increase  is  relative  and  is  due 
to  the  decrease  in  mortality  from  other  diseases,  nota¬ 
bly  the  acute  communicable  diseases,  tuberculosis,  and 
diarrhea  and  enteritis.8  In  addition  there  was  an 
absolute  increase  in  mortality  from  these  chronic  di¬ 
seases  which  can  be  measured  by  the  increase  in  gross 
mortality  rate  from  this  group  of  causes,  which  was 
62  per  cent  higher  in  1940  than  in  1900.  However,  the 
major  portion  of  this  increase  was  due  to  the  aging  of 
the  population.  This  is  shown  by  the  fact  that,  when 
the  mortality  rate  for  1900  is  re-calculated  for  a  popu- 

1  Tuberculosis  excepted. 

2  As  determined  by  application  of  the  diagnosis  definition  of 

chronic  illness. 

s  For  example,  deaths  from  five  acute  communicable  diseases 
— typhoid  fever,  scarlet  fever,  whooping  cough,  diphtheria  and 

measles — comprised  6.3  per  cent  of  all  deaths  in  New  York 

State  in  1900,  but  only  0.2  per  cent  in  1943;  diarrhea  and 

enteritis  among  children  under  2  years  of  age,  caused  6.7  per 

cent  of  deaths  in  1900,  but  0.3  per  cent  in  1940;  influenza, 
bronchitis  and  pneumonia  (all  forms)  accounted  for  16.0  per 
cent  of  deaths  in  1900,  5.1  per  cent  in  1940;  tuberculosis  (all 
forms)  12.0  per  cent  in  1900,  3.9  per  cent  in  1940. 


TABLE  6. —  Population,  Deaths  from  All  Causes  and  from  Certain  Chronic  Diseases,  New  York  State,  1900  to  194-0 


YEAR 

Population  0 

Deaths  (All  Causes 
Exclusive  of 
Still-births) 

Deaths  From 
Chronic  Diseases  h 

Number 

Per  Cent 
Increase 
Over  1900 

Number 

Per  Cent 
Increase 
Over  1900 

Number 

Per  Cent 
Increase 
Over  1900 

1900 . 

7,284,461 

9,140,263 

132,091 

147,702 

33,989 

49,086 

1910 . 

25.4 

11.8 

44.4 

1920 . 

10,496,881 

44.0 

144,466 

9.3 

60,636 

78.3 

1930 . 

12,609,280 

73.0 

147,424 

11.6 

80,516 

136.8 

1940 . 

13,501,465 

85.3 

149,522 

13.1 

102,166 

200.5 

Source:  Sixty-fourth  Annual  Report  of  the  New  York  State  Department  of  Health,  Vol.  2,  1944,  Tables  1,  3,  and  5. 

°  Estimated  as  of  July  1. 

6  Cancer,  diabetes,  heart  disease,  cerebral  hemorrhage  and  apoplexy,  nephritis,  diseases  of  arteries,  cirrhosis  of  liver. 
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TABLE  7. —  Deaths  from  Seven  Chronic  Diseases  °  in  New  York  State ,  1900  to  19/+S — 
Number,  Rates  Per  100,000  Papulation  and  Per  Cent  of  All  Deaths  6 


YEAR 


New  York  State 

New  York  City 

Rest  of  State 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

(a). 

Total  “ 

33,989 

466.59 

25.7 

16,590 

481.09 

23.4 

17,030 

443.95 

27.8 

42,218 

513.69 

30.7 

20,277 

491.96 

27.5 

20,899 

510.13 

32.8 

49,086 

537.03 

33.2 

23,923 

499.94 

31.2 

25,163 

577.79 

35.5 

58,463 

589.90 

39.8 

26,909 

515.05 

35.3 

31,554 

673.36 

44.6 

60,636 

577.66 

42.0 

26,653 

486.51 

37.8 

32,983 

685.30 

46.3 

71,759 

617.64 

50.3 

34,281 

542.15 

47.7 

37,478 

707.80 

53.0 

80,516 

638.55 

54.6 

39,539 

569.43 

51.8 

40,977 

723.24 

57.7 

89,971 

689.09 

60.6 

44,804 

621.77 

58.2 

45,167 

772.00 

63.2 

102,166 

756.70 

68.3 

52,503 

703.03 

67.0 

49,663 

823.14 

69.8 

112,559 

817.50 

69.7 

58,923 

772.71 

69.0 

53,636 

873.09 

70.4 

109,508 

785.17 

71.5 

57,838 

748.19 

70.8 

51,670 

831 . 17 

72.3 

( b )• 

Cancer 

4,872 

66.9 

3.7 

2,291 

66.4 

3.2 

2,581 

67.3 

4.2 

6,059 

73.7 

4.4 

2,874 

69.7 

3.9 

3,185 

77.7 

5.0 

7,523 

82.3 

5.1 

3,710 

77.5 

4.8 

3,813 

87.6 

5.4 

9,296 

93.8 

6.3 

4,647 

88.9 

6.1 

4,649 

99.2 

6.6 

10,539 

100.4 

7.3 

5,317 

93.5 

7.3 

5,222 

108.5 

7.3 

13,201 

113.6 

9.3 

6,784 

107.3 

9.4 

6,417 

121.2 

9.1 

15,588 

123.6 

10.6 

8,138 

117.2 

10.7 

7,450 

131.5 

10.5 

18,600 

142.5 

12.5 

9,976 

138.4 

13.0 

8,624 

147.4 

12.1 

21,062 

156.0 

14.1 

11,992 

160.6 

15.3 

9,070 

150.3 

12.8 

21,999 

159.8 

13.6 

12,671 

166.2 

14.8 

9,328 

151.8 

12.3 

23,304 

167.1 

15.2 

13,401 

173.4 

16.4 

9,903 

159.3 

13.9 

(c).  Diabetes 

792 

10.9 

0.6 

357 

10.4 

0.5 

435 

11.3 

0.7 

1,187 

14.4 

0.8 

589 

14.3 

0.8 

598 

14.6 

0.9 

1,498 

16.4 

1.0 

768 

16.0 

1.0 

730 

16.8 

1.0 

2,249 

22.7 

1.5 

1,109 

21.2 

1.5 

1,140 

24.3 

1.6 

2,188 

20.8 

1.5 

1,075 

18.9 

1.5 

1,113 

23.1 

1.6 

2,508 

21.6 

1.8 

1,313 

20.8 

1.8 

1,195 

22.6 

1.7 

3,406 

27.0 

2.3 

1,816 

26.2 

2.4 

1,590 

28.1 

2.2 

4,221 

32.3 

2.8 

2,303 

32.0 

3.0 

1,918 

32.8 

2.7 

5,450 

40.4 

3.6 

3,134 

42.0 

4.0 

2,316 

38.4 

3.3 

5,625 

40.9 

3.5 

3,291 

43.2 

3.9 

2,334 

38.0 

3.1 

5,402 

38.7 

3.5 

3,150 

40.7 

3.9 

2,252 

36.2 

3.1 

(d).  Intracranial  lesions  of  vascular  origin 

7,783 

106.8 

5.9 

2,906 

84.3 

4.1 

4,877 

127.1 

8.0 

8,409 

102.3 

6.1 

3,300 

80.1 

4.5 

5,109 

124.7 

8.0 

9,043 

98.9 

6.1 

2,946 

61.6 

3.8 

6,097 

140.0 

8.6 

9,572 

96.6 

6.5 

3,191 

61.1 

4.2 

6,381 

136.2 

9.0 

10,177 

97.0 

7.0 

3,321 

58.4 

4.5 

6,856 

142.5 

9.6 

9,867 

84.9 

6.9 

3,228 

51.1 

4.5 

6,639 

125.4 

9.4 

9,507 

75.4 

6.4 

3,556 

51.2 

4.7 

5,951 

105.0 

8.4 

9,926 

76.0 

6.7 

4,199 

58.3 

5.5 

5,727 

97.9 

8.0 

9,955 

73.7 

6.7 

3,811 

51.0 

4.9 

6,144 

101.8 

8.6 

10,767 

78.2 

6.7 

3,953 

51.8 

4.6 

6,814 

110.9 

8.9 

10,435 

74.8 

6.8 

3,876 

50.1 

4.7 

6,559 

105.5 

9.2 
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TABLE  7. —  Deaths  from  Seven  Chronic  Diseases  “  in  New  York  State,  1900  to  1943 
Number,  Rates  Per  100,000  Population  and  Per  Cent  of  All  Deaths  b —  ( Concluded ) 


YEAR 

New  York  State 

New  York  City 

Rest  of  State 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

Number 

of 

Deaths 

Rate 

Per  Cent 
of  All 
Deaths 

(e).  Diseas 

es  of  the  hea 

rt 

1900 . 

10,303 

141.4 

7.8 

4,648 

134.8 

6.6 

5,655 

147.4 

9.2 

1905 . 

13,632 

165.9 

9.9 

6,188 

150.1 

8.4 

7,444 

181.7 

11.7 

1910 . 

14,406 

157.6 

9.8 

7,583 

158.5 

9.9 

6,823 

156.7 

9.6 

1915 . 

20,586 

207.7 

14.0 

9,766 

186.9 

12.8 

10,820 

230.9 

15.3 

1920 . 

22,269 

212.1 

15.4 

10,597 

186.4 

14.5 

11,672 

242.5 

16.4 

1925 . 

29,309 

252.3 

20.6 

14,829 

234.5 

20.6 

14,480 

273.5 

20.5 

1930 . . 

35,787 

283.8 

24.3 

19,004 

273.7 

24.9 

16,783 

296.2 

23.6 

1935 . 

42,325 

324.2 

28.5 

21,941 

304.5 

38.5 

20,384 

348.4 

28.5 

1940 . 

52,038 

385.4 

34.8 

27,659 

370.4 

35.3 

24,379 

404.1 

34.3 

1943 . 

60,456 

439.1 

37.4 

32,888 

431.3 

38.5 

27,568 

448.8 

36.2 

1945 . 

58,519 

419.6 

38.3 

32,039 

414.5 

39.3 

26,480 

426.0 

37.1 

(/).  Diseases  of  the  arteries 


1900  . 

369 

5.1 

0.3 

C 

e 

1905 . 

1,042 

12.7 

0.8 

C 

c 

1910 . 

2,394 

26.2 

1.6 

935 

19.5 

1.2 

1,460 

33.5 

2.1 

1915 . 

2,601 

26.2 

1.8 

791 

15.1 

1.0 

1,810 

38.6 

2.6 

1920 . 

2,987 

28.5 

2.1 

928 

16.3 

1.3 

2,059 

42.8 

2.9 

1925 . 

3,512 

30.2 

2.5 

1,465 

23.2 

2.0 

2,047 

38.7 

2.9 

1930 . 

3,517 

27.9 

2.4 

1,605 

23.1 

2.1 

1,912 

33.7 

2.7 

1935 . 

3,197 

24.5 

2.2 

1,347 

18.7 

1.7 

1,850 

31.6 

2.6 

1940 . 

3,163 

23.4 

2.1 

1,228 

16.4 

1.6 

1,935 

32.1 

2.7 

1943 . 

3,961 

28.8 

2.5 

1,650 

21.6 

1.9 

2,311 

37.6 

3.0 

1945 . 

3,388 

24.3 

2.2 

1,386 

17.9 

1.7 

2,002 

32.2 

2.8 

(g)  Cirrhosis  of  the  liver 


1900 . 

1,242 

17.0 

0.9 

922 

26.7 

1.3 

320 

8.3 

0.5 

1905 . 

1,476 

18.0 

1.1 

907 

22.0 

1.2 

569 

13.9 

0.9 

1910 . 

1,801 

19.7 

1.2 

1,140 

23.8 

1.5 

661 

15.2 

0.9 

1915 . 

1,407 

14.2 

1.0 

721 

13.8 

0.9 

686 

14.6 

1.0 

1920 . 

779 

7.4 

0.5 

366 

6.4 

0.5 

413 

8.6 

0.6 

1925 . 

847 

7.3 

0.6 

406 

6.4 

0.6 

441 

8.3 

0.6 

1930 . 

980 

7.8 

0.7 

437 

6.3 

0.6 

543 

9.6 

0.8 

1935 . 

1,354 

10.4 

0.9 

809 

11.2 

1.1 

545 

9.3 

0.8 

1940 . 

1,557 

11.5 

1.0 

962 

12.9 

1.2 

595 

9.9 

0.8 

1943 . 

1,742 

12.7 

1.1 

1,012 

13.3 

1.2 

730 

11.9 

1.0 

1945 . 

1,771 

12.7 

1.1 

1,100 

14.2 

1.3 

671 

10.8 

0.9 

( h )  Acute  and  chronic  nephritis 


1900 . 

8,628 

118.4 

6.5 

5,466 

158.5 

7.7 

3,162 

82.4 

5.2 

1905 . 

10,413 

126.7 

7.6 

6,419 

155.7 

8.7 

3,994 

97.5 

6.3 

1910 . 

12,421 

135.9 

8.4 

6,842 

143.0 

8.9 

5,579 

128.1 

7.9 

1915 . 

12,752 

128.7 

8.7 

6,684 

127.9 

8.8 

6,068 

129.5 

8.6 

1920 . 

11,697 

111.4 

8.1 

6,049 

106.4 

8.3 

5,648 

117.4 

7.9 

1925 . 

12,515 

107.7 

8.8 

6,256 

98.9 

8.7 

6,259 

118.2 

8.9 

1930 . 

11,731 

93.0 

8.0 

4,983 

71.8 

6.5 

6,748 

119.1 

9.5 

1935 . 

10,348 

79.3 

7.0 

4,229 

58.7 

5.5 

6,119 

104.6 

8.6 

1940 . 

8,941 

66.2 

6.0 

3,717 

49.8 

4.7 

5,224 

86.6 

7.3 

1943 . 

8,009 

58.2 

5.0 

3,458 

45.3 

4.0 

4,551 

74.1 

6.0 

1945 . 

6,689 

48.0 

4.4 

2,886 

37.3 

3.5 

3,803 

61.2 

5.3 

a  Chronic  diseases  included:  cancer,  diabetes,  intracranial  lesions  of  vascular  origin,  diseases  of  the  heart,  diseases  of  the  arteries,  cirrhosis  of  the  liver,  and 
acute  and  chronic  nephritis. 

Source:  New  York  State  Department  of  Health,  Sixty-fourth  Annual  Report  (1943),  Vol.  2,  Tables  1,  3,  5  and  7. 

0  For  1900  and  1905  deaths  due  to  diseases  of  the  arteries  are  included  in  the  total  for  New  York  State,  but  comparable  data  are  not  available  for  New 
York  City  and  rest  of  State,  separately. 
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lation  with  the  same  age  distribution  as  in  1940,  the 
increase  in  the  mortality  rate  in  the  later  period  is 
only  23  per  cent.  (Table  8.) 

It  will  be  noted  that  there  was  a  decrease  in  mortal¬ 
ity  from  three  chronic  diseases — cerebral  hemorrhage 
and  apoplexy,  nephritis,  and  cirrhosis  of  the  liver.  It 
seems  reasonable  that  part  of  this  decrease  may  be 
real.  For  example,  better  nutrition  would  be  ex¬ 
pected  to  decrease  mortality  from  cirrhosis  of  the  liver 
and  lessened  incidence  of  acute  streptococcal  infec¬ 
tions  in  childhood  would  have  a  similar  effect  on  the 
incidence  and  mortality  from  chronic  nephritis  in 
later  life.  It  is  certain,  however,  that  a  substantial 
part  of  the  apparent  decrease  in  mortality  from  these 
diseases  is  due  to  improved  medical  knowledge  in  as¬ 
signing  the  cause  of  death — to  heart  disease,  for  exam¬ 
ple,  rather  than  to  nephritis.  For  the  same  reason,  it 
is  not  certain  that  there  has  been  an  increase  in  mor¬ 
tality  from  the  cardiovascular-renal  diseases  as  a 
group,  apart  from  that  due  to  aging  of  the  population. 
At  least  part  of  the  increase  in  cancer  mortality  can 
be  explained  by  improved  diagnosis  and  aging  of  the 


population,  although  a  real  increase  in  certain  forms 
of  cancer,  such  as  lung  cancer,  which  have  increased 
to  a  much  greater  extent  than  other  types,  cannot  be 
excluded.  The  increase  in  mortality  from  diabetes 
seems  paradoxical  in  view  of  the  greatly  improved 
methods  of  treatment  following  the  discovery  of  in¬ 
sulin.  However,  treatment  of  diabetes  controls  but 
does  not  cure  this  disease,  so  that  the  effect  of  im¬ 
proved  treatment  has  been  to  increase  the  number  of 
older  persons  with  diabetes,  and  it  is  among  these  that 
most  of  the  increase  in  mortality  has  occurred.  It  is 
generally  believed  that  there  has  been  also  an  addi¬ 
tional  increase  in  the  prevalence  of  diabetes, 
attributable  to  the  increased  food  intake  and  lessened 
output  of  physical  energy  characteristic  of  modern 
urban  life. 

There  is  no  doubt  that,  as  a  result  of  aging  of  the 
population  alone,  there  has  occurred  a  marked  in¬ 
crease  in  the  number  and  rate  o'f  deaths  from  chronic 
diseases,  pointing  to  their  mounting  importance  as  a 
medical  and  social  problem  affecting  a  larger  propor¬ 
tion  of  our  people  each  year. 


TABLE  8. —  Effect  of  “Aging”  of  Population  on  Mortality  from  Seven  Chronic  Diseases,  New  York  State 


Percentage  change  from  1900  to  191ft,  compared  with  change  if  population  in  1900  had  been  of  same  age  distribution  as  in  1940 


DISEASE 

Death  Rates  Per  100,000 
Population 

« 

Percentage  Change 

1900  to  1940 

1900 

1940 

Actual  Rate 

Age- 

standardized 
Rate  ° 

Actual  Rate  b 

In  Actual 
Rates 

In  Age- 
standardized 
Rates 

Total,  seven  chronic  diseases . 

466.6 

613.5 

756.6 

+62.2 

+23.3 

Cardiovascular  renal  diseases . 

371.7 

485.7 

548.7 

+47.6 

+13.0 

Heart  disease . 

141.4 

182.8 

385.4 

+172.6 

+110.8 

Acute  and  chronic  nephritis . 

118.4 

151.4 

66.2 

-44.1 

-56.3 

Brain  hemorrhage,  apoplexy  * . 

106.8 

144.5 

73.7 

-31.0 

-49.0 

Diseases  of  the  arteries . 

5.1 

7.0 

23.4 

+358.8 

+234.3 

Cancer . 

66.9 

90.6 

156.0 

+133.2 

+72.2 

Cirrhosis  of  liver . 

17.0 

22.6 

11.5 

-32.4 

-49.1 

Diabetes  mellitus . 

10.9 

14.6 

40.4 

+270.6 

+176.7 

°  Rate  calculated  on  assumption  that  the  percentage  of  persons  in  each  age  group  was  the  same  in  1900  as  in  1940. 
6  For  1940,  the  actual  and  age-standardized  rates  are  the  same,  by  definition. 

•  “  Intracranial  lesions  of  vascular  origin.” 


PREVALENCE  OF  CHRONIC  ILLNESS4 

Non-disabling  chronic  illness.  Illness  considered  to 
be  handicapping  and  causing  symptoms  for  three 

4  For  the  most  part,  the  data  on  which  estimates  of  pre¬ 

valence  are  based  are  expressed  as  illnesses  per  1000  population. 
Analysis  of  these  data  indicates  that  for  chronic  illnesses 
there  was  negligible  duplication  of  illnesses  affecting  the  same 
individual,  so  that  the  rates  may  be  considered  as  equivalent 
to  persons  per  1000  population. 


months  or  more,  but  not  causing  disability,5  affects 
approximately  14  per  cent  of  the  population  of  the 
State  within  a  year.  (Table  9.)  On  the  basis  of  the 
population  enumerated  in  the  1940  census,  this  would 
be  1,876,000  persons;  on  the  basis  of  the  estimated 

s  A  disabling  illness  was  defined  as  one  which  kept  the 
person  from  work,  school  or  other  usual  occupation  for  at 
least  seven  consecutive  days  during  the  year,  or,  required 
hospitalization,  or,  caused  death. 
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population  for  1946,®  the  number  would  be  1,957,000 
persons. 

Although  it  is  known  that  there  was  considerable 
under-reporting  of  illness  in  the  National  Health  Sur¬ 
vey,  on  which  these  figures  are  based,  no  attempt  has 
been  made  to  correct  for  this,  so  that  these  are  cer¬ 
tainly  minimum  estimates.  They  indicate  how  large 
is  the  number  of  persons  with  chronic  illness  not  yet 
sufficiently  advanced  to  interfere  with  their  usual 
pursuits,  among  whom  early  diagnosis  and  treatment 


TABLE  9. —  Prevalence  of  N on-disabling  °  Chronic 
Illness ,  New  York  State,  19Jfi 


AREA 

Rate 

Per  1000 
Population  b 

Number  of 
Illnesses 
(in  Thousands) 

New  York  State . 

139 

1876 

New  York  City . 

137 

1021 

Rest  of  State . 

142 

855 

«  Illness  causing  symptoms  for  3  months  or  more,  but  not  causing  disability 
of  7  consecutive  days  during  the  year. 

Source:  Rollo  H.  Britten,  Selwyn  D.  Collins  and  James  S.  Fitzgerald,  Some 
General  Findings  as  to  Disease,  Accidents  and  Impairments,  Public  Health 
Reports,  Vol.  55,  pp.  444-470,  1940.  Reprint  2143,  Tables  4  and  9. 

1  Age-specific  rates  applied  to  population  as  of  1940  census. 

would  be  most  effective  in  preventing  or  postponing 
the  onset  «of  disability.  Not  included  in  this  number 
are  the  persons  in  whom  chronic  disease  has  not  yet 
caused  symptoms  but  could  be  discovered  by  medical 

6  Provisional  estimate  of  the  Division  of  Vital  Statistics, 
New  York  State  Department  of  Health,  as  of  July  1,  194G, 
is  14,078,550. 


examination — the  persons  with  early  diabetes,  with 
early  high  blood  pressure,  with  early  heart  disease, 
with  early  unnoticed  tumors.  Some  indication  of  how 
great  a  problem  in  medical  care  such  persons  present 
may  be  gained  from  a  report7  of  the  first  two  years’ 
experience  of  five  Health  Maintenance  Cancer  Pre¬ 
vention  Clinics  established  in  Philadelphia  in  1944, 
under  the  sponsorship  of  the  Donner  Foundation,  Inc. 
Out  of  4,209  persons  examined,  over  60  per  cent  were 
found  in  need  of  treatment  for  some  chronic  condition, 
although  the  examinations  were  restricted,  as  far  as 
possible,  to  persons  who  considered  themselves  well. 
In  this  group  were  found  24  persons  with  cancer,  203 
with  cardiovascular  disease,  343  with  benign  tumors, 
52  persons  with  hernia,  22  with  pulmonary  tubercu¬ 
losis  and  27  with  venereal  diseases. 

DISABLING  CHRONIC  ILLNESS 

For  estimation  of  the  prevalence  of  disabling  chro¬ 
nic  illness,  the  diagnoses  listed  in  Table  5  were  selected 
as  representing  chronic  diseases.  Tuberculosis  and 
mental  disease  were  excluded  because  they  are  not 
within  the  scope  of  this  report.  It  should  be  noted 
that  the  definition  of  chronic  disease  by  diagnosis 
tends  to  underestimate  the  prevalence.  For  example, 
inclusion  of  all  illnesses  causing  disability  and  symp¬ 
toms  of  three  months  or  more,  regardless  of  the  diag¬ 
nosis,  increases  the  prevalence  by  approximately  11 
per  cent.  Also,  the  average  number  of  days  disability 
per  illness  is  greater  for  the  latter  group.  (Table  10.) 
Since  “chronic”  means  simply  “of  long  duration,” 


7  Cancer  Research  Division  of  the  Donner  Foundation,  Inc., 
Health  Maintenance — Cancer  Prevention  Services,  Organization 
and  Findings  After  Two  Years,  Philadelphia,  1946. 


TABLE  10. —  Estimated  Annual  Prevalence  of  Chronic  Illness  hy  Age  and  Average  Disability  per  Illness  for  Three 

Definitions  of  Chronic  Illness,  New  York  State,  19Ifi  a 


Rate  per  1,000  Population 


AGE  GROUP  AND 

DISABILITY 

Disability  for 
Entire  Year  b  c 

Symptoms  for  Three 
Months  or  More,  With 
at  Least  7  Days 
of  Disability  in 

12  Months  c  d 

Illnesses  Due  to 
Diseases  Classified  as 
Chronic,  Causing 
at  Least  7  Days 
of  Disability  in 

12  Months  c  * 

All  ages . 

11.7 

49 

44.1 

Under  15  years . 

2.4 

15 

20.2 

15-24  years . 

4.1 

20 

16.0 

25-64  years . 

11.6 

55 

46.7 

,65  years  and  over  . 

55.5 

176 

156.6 

Average  disability  per  illness  (days) . 

.... 

149  f 

116 » 

°  Sources  of  estimates  are  published  reports  and  unpublished  manuscripts  of  the  National  Health  Survey,  1935-1936,  not  adjusted  for  estimated  under¬ 
enumeration. 

*>  Source:  Rollo  H.  Britten,  Selwyn  D.  Collins  and  James  S.  Fitzgerald,  Some  General  Findings  as  to  Disease,  Accidents  and  Impairments,  Public  Health 
Reports,  Vol.  55,  pp.  444-470,  1940.  Reprint  No.  2143,  Table  10. 
e  Rates  adjusted  to  exclude  tuberculosis  and  mental  disease. 
d  Op.  cit.,  Table  8. 

•  See  Table  5  for  list  of  diagnoses  included.  Source:  Data  of  National  Health  Survey  for  disabling  illness  by  primary  or  sole  diagnosis,  by  age  (unpublished). 
f  Op.  cit..  Table  8.  Based  on  application  of  age-specific  rates  for  frequency  of  illness  and  for  days  of  disability  per  case  to  New  York  State  population, 
as  of  1940,  but  not  adjusted  for  estimated  under-enumeration  of  cases  and  days  disability. 

»  Op.  cit.,  Table  6.  Based  on  application  of  rates  of  disability  per  person  per  year  for  specific  causes.  Adjusted  for  age  composition  of  New  York  State  but 
not  adjusted  for  estimated  under-enumeration  of  cases  and  days  disability. 
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the  definition  by  duration  of  symptoms  and  disability 
is  the  more  realistic  of  the  two  criteria  employed. 

Correction  for  under-enumeration  in  National 
Health  Survey.  It  is  known  that  the  method  employed 
in  the  National  Health  Survey,  that  of  asking  a 
responsible  member  of  the  household  to  recall  all  ill¬ 
nesses  occurring  within  the  previous  twelve  months, 
resulted  in  under-enumeration,  especially  of  short¬ 
term  illnesses,  hospitalized  illnesses  and  deaths.  Vari¬ 
ous  estimates  have  been  made  of  the  extent  of  this 
under-enumeration.  Comparison  of  hospitalized  ill¬ 
nesses,  as  reported  in  the  Survey8  for  New  York  City 
(1935-1936)  and  as  reported  by  the  Hospital  Dis¬ 
charge  Study 9  (1933),  revealed  considerable  under¬ 
reporting  in  the  Survey.  The  smallest  discrepancy 
was  in  hospitalization  of  15  days  or  over,  of  which 
there  were  24  per  cent  less  reported  in  the  Survey 
than  in  the  Discharge  Study.  This  correction  factor 
has  been  adopted  as  probably  the  most  appropriate  for 
chronic  illness.10  Even  with  this  correction,  estimates 
of  prevalence  of  chronic  illness  from  National  Health 
Survey  data  should  be  considered  as  minimum  esti¬ 
mates,  since  they  are  based  on  what  people  knew  about 
their  own  illnesses  or  about  illness  in  members  of  their 
families — information  which  was  bound  to  be  incom¬ 
plete  in  some  instances  or  lacking  in  others. 

Prevalence  of  disabling  chronic  illness.  Chronic  ill¬ 
ness,  causing  disability  averaging  99  days  a  year. 

8  Dorothy  F.  Holland,  Sickness  in  a  M etropolitom  Com¬ 
munity  (The  Results  of  the  National  Health  Survey  in  New 
York  City)  1935-1936,  U.  S.  Public  Health  Service.  Un¬ 
published. 

s>  Welfare  Council  of  New  York  City,  Hospital  Discharge 
Study.  1942,  Vol.  1. 

10  It  was  estimated  that  days  of  disability  were  under- 
enumerated  by  7  per  cent. 


TABLE  II. —  Estimated  Annual  Prevalence ,  Days’ 
Disability  and  Hospital-days  for  Chronic 
Illness,  New  York  State ,  1940  a 


Definition  of  Chronic 
Illness 

PREVALENCE,  DISABILITY 
AND  HOSPITALIZATION 

Selected 
Chronic 
Diseases  6 

All  Disabling 
Illness  Causing 
Symptoms  for 

3  Months  or 
More 

Number  of  eases . 

738,000 

822,000 

Number  per  1000  population . 

55 

61 

Number  of  days'  disability . 

Per  cent  of  disability  from  all  ill- 

73,600,000 

110,800,000 

ness c . 

52.0 

78.3 

Number  of  hospital-days . 

6,880,000 

7,560,000  d 

Per  cent  of  all  hospital-days c. .  . 

39.2 

43.1 

“  Population  as  of  1940  census. 

*  See  Table  5  for  list  of  diagnoses  included. 

♦  Exclusive  of  tuberculosis  and  mental  disease. 

d  Hospitalization  of  30  days  or  over,  exclusive  of  mental  disease  and  tuber¬ 
culosis. 


affected  approximately  738,000  persons  each  year  in 
this  State  in  1940.  As  shown  in  Table  11  this  is  a  mini¬ 
mum  estimate,  and  refers  only  to  persons  ill  from 
diseases  classified  as  chronic.  Considering  all  illnesses 
of  prolonged  duration,  the  prevalence  is  11  per  cent 
higher  (822,000).  Application  of  the  latter  rates  to 
the  estimated  population  in  1946  would  further  in¬ 
crease  the  estimated  prevalence  to  850,000  persons. 
(Also,  Tables  12  and  13.) 


TABLE  12. —  Estimated  Annual  Prevalence,  Days’ 
Disability  and  Hospital-days  for  Chronic 
Illness,  New  York  City,  1940  ° 


Definition  of  Chronic 
Illness 

PREVALENCE  DISABILITY 
AND  HOSPITALIZATION 

Selected 
Chronic 
Diseases  b 

All  Disabling 
Illness  Causing 
Symptoms^for 

3  Months  or 
More 

Number  of  cases . 

393, 000 

444,000 

Number  per  1000  population . 

53 

60 

Number  of  days’  disability . 

Per  cent  of  disability  from  all  ill- 

39,200,000 

59,100,000 

ness  c . 

51.5 

77.6 

Number  of  hospital-days . 

3,750,000 

4, 180, 000* d 

Per  cent  of  all  hospital-days c .  .  . 

36.9 

41.2 

°  Population  as  of  1940  census. 
b  See  Table  5  for  list  of  diagnoses  included. 

•  Exclusive  of  tuberculosis  and  mental  disease. 

d  Hospitalization  of  30  days  or  over,  exclusive  of  mental  disease  and  tuber¬ 
culosis. 


TABLE  13. —  Estimated  Annual  Prevalence,  Days’ 
Disability  and  Hospital-days  for  Chronic 
Illness,  New  York  State,  Exclusive  of 
New  York  City,  1940  a 


Definition  of  Chronic 
Illness 

• 

PREVALENCE,  DISABILITY 
AND  HOSPITALIZATION 

Selected 
Chronic 
Diseases  b 

All  Disabling 
Illness  Causing 
Symptoms  for 

3  Months  or 
More 

Number  of  cases . 

345,000 

378, 000 

Number  per  1000  population . 

57 

63 

Number  of  days’  disability . 

Per  cent  of  disability  from  all  ill- 

34 , 400 , 000 

51 ,700,000 

ness  c . 

52.6 

79.1 

Number  of  hospital-days . 

3,130,000 

3,380,000  d 

Per  cent  of  all  hospital-days ' .  .  . 

42.5 

45.9 

°  Population  as  of  1940  census. 
b  See  Table  5  for  list  of  diagnoses  included. 
f'  Exclusive  of  tuberculosis  and  mental  disease. 

d  Hospitalization  of  30  days  or  over,  exclusive  of  mental  disease  and  tuber¬ 
culosis. 
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Disability  due  to  chronic  illness.  Chronic  illness 
accounts  for  at  least  half  of  all  disability  from  illness, 
the  percentage  varying  according  to  the  definition  of 
chronic  illness,  from  52  per  cent  to  78  per  cent.  (Tables 
11,  12  and  13.)  It  should  be  noted  that  the  estimated 
corrections  made  for  number  of  illnesses  and  for  days 
of  disability  have  the  effect  of  decreasing  the  average 
days  disability  per  illness,  since  apparently  long-term 
illnesses  were  better  reported  in  the  National  Health 
Survey  than  illnesses  of  short  duration. 

Relationship  of  chronic  illness  to  age.  Although 
chronic  illness  occurs  at  all  ages,  its  prevalence  in¬ 
creases  markedly  after  25  years  of  age.  In  the  broad 
age  period  of  25  to  64  years,  the  prevalence  is  more 
than  double  that  at  earlier  ages.  Past  65  years,  the 
number  of  cases  per  1000  persons  is  over  three  times 
that  at  ages  25  to  64  years  and  more  than  eight  times 
that  at  ages  15  to  24  years.  (Table  10.)  However,  the 
largest  nunvber  of  persons  with  chronic  illness  are 
found  in  the  most  productive  working  ages  of  25  to 
64  years,  in  which  62  per  cent  of  cases  now  occur. 
(Table  14.)  If  the  rate  of  prevalence  at  various  ages 
remains  the  same,  the  proportion  of  cases  at  various 
ages  will  change  as  the  proportion  of  older  persons  in 
our  population  increases.  On  the  basis  of  the  changes 
in  age  distribution  of  the  population  estimated  for 
1960  and  1980,  the  percentage  of  cases  of  chronic  ill¬ 
ness  occurring  at  ages  25  to  64  will  decrease  from  62.4 
per  cent  in  1940  to  55.8  per  cent  in  1960  and  49.6  per 
cent  in  1980.  (Table  15.)  The  percentage  of  cases 
in  the  oldest  age  group  of  65  years  and  over  will  in¬ 
crease  from  24.4  per  cent  to  33.2  per  cent  in  1960  and 
to  39.5  per  cent  in  1980.  Thus,  the  association  between 
chronic  illness  and  old  age  may  be  expected  to  become 
more  marked  as  the  century  advances  and  the  popu¬ 
lation  grows  older.  At  the  same  time,  it  should  be 
noted  that  even  in  1980  approximately  half  of  all 
cases  of  chronic  illness  may  be  expected  to  occur  dur¬ 
ing  the  middle  span  of  life  when  productivity  is  great¬ 
est. 


TABLE  14. —  Estimated  Per  Cent  Distribution  of 
Chronic  Illness  by  Age,  New  York  State,  1940 


AGE  GROUP 

Symptoms  for  Three 
Months  or  More, 
With  at  Least  7  Days 
of  Disability  in 

12  Months  “ 

Illnesses  Due  to  Dis-  • 
eases  Classified  as 
Chronic,  Causing  at 
Least  7  Days  of  Dis¬ 
ability  in  12 
Months  6  c 

All  ages . 

100.0 

100.0 

Under  15  years . 

9.5 

6.3 

15-24  years . 

6.1 

6.9 

25-44  years . 

25.2 

l  4. 

45-64  years . 

35.0 

65  years  and  over .... 

24.2 

24.4 

°  Source:  Rollo  H.  Britten,  Selwyn  D.  Collins  and  James  S.  Fitzgerald, 
Some  General  Findings  as  to  Disease,  Accidents  and  Impairments,  Public  Health 
Reports,  Vol.  55,  pp.  444-470,  1940.  Reprint  No.  2143. 
b  See  Table  5  for  list  of  diagnoses  included. 

«  Source:  Data  of  National  Health  Survey  for  disabling  illness  by  primary 
or  sole  diagnosis,  by  age  (unpublished). 


TABLE  15. —  Estimated  Per  Cent  Distribution  of 
Disabling  Chronic  Illness  °  by  Age,  New 
York  State,  194.0,  1960  and  1980 


Per  Cent  Distribution 

AGE  GROUP 

1940 

1960 

1980 

All  ages . 

100.0 

100.0 

100.0 

Under  15  years . 

6.3 

6.0 

5.8 

15-24  years . 

6.9 

5.0 

5.1 

25-64  years . 

62.4 

55.8 

49.6 

65  years  and  over . 

24.4 

33.2 

39.5 

a  Based  on  data  from  National  Health  Survey,  for  all  disabling  illnesses 
causing  symptoms  for  3  months  or  more. 


Causes  of  disabling  chronic  illness.  In  Table  16  are 
listed  the  most  important  diseases  causing  chronic  ill¬ 
ness.  It  should  be  emphasized  that  these  data  refer  to 
definitely  disabling  illness  and  exclude  many  more 
early  and  milder  cases  of  these  diseases  than  are  enu¬ 
merated  in  this  tabulation. 

The  most  important  cause,  or  group  of  causes,  of 
chronic  disabling  disease  is  cardiovascular-renal  dis¬ 
ease,  which  includes  heart  disease,  high  blood  pres¬ 
sure,  hardening  of  the  arteries  and  their  effects  on  the 
kidneys  and  brain.  These  closely  related  conditions 
are  responsible  for  one  out  of  every  four  cases  of  dis¬ 
abling  chronic  illness.  The  far-flung  effect  of  chronic 
disease  is  well  illustrated  by  heart  disease  alone,  which 
causes  more  deaths  among  children  aged  10  to  15  years 
than  any  other  disease,  is  found  in  an  estimated.  2  per 
cent  of  school  children,  accounted  for  one  out  of  every 
ten  rejections  for  physical  defect  by  Selective  Service, 
is  the  greatest  single  cause  of  death  and,  in  New  York 
State,  takes  a  greater  toll  than  the  next  four  leading 
causes  of  death  combined. 

Arthritis,  rheumatism  and  other  chronic  affections 
of  the  joints  are  the  next  most  frequent  forms  of 
chronic  illness  and,  although  relatively  rare  as  causes 
of  death,  are  an  important  source  of  disability  and 
suffering.  Next  in  frequency  are  diseases  of  the  ner¬ 
vous  system  and  cancer  and  other  tumors.  Together, 
the  first  four  groups  of  causes  mentioned  comprise 
more  than  half  the  total  cases  of  chronic  disabling 
illness. 

The  conservatism  of  some  of  these  estimates  of  pre¬ 
valence  of  chronic  illness  is  exemplified  by  the  number 
of  cases  of  cancer  and  other  tumors,  of  which  there 
were  42,210  cases  according  to  the  data  of  the  National 
Health  Survey,  applied  to  the  population  of  New  York 
State  for  1940.  Correction  for  under-enumeration 
would  raise  this  number  to  52,340.  Although  this 
figure  includes  benign  tumors  as  well  as  cancer,  the 
results  of  cancer  reporting,  as  recorded  by  the  New 
York  State  Department  of  Health,  indicate  that  31,- 
600  new  cases  of  cancer  alone  occurred  in  the  State  in 
1940  and  a  total  of  80,000  cases  of  cancer  were  under 
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TABLE  16. —  Causes  of  Chronic  Disabling  Illness 
and  Estimated  Number  °  of  Illnesses 


DIAGNOSIS 

New 

York 

City 

Rest 

of 

State 

New  York 
State 

Number 

Per 

Cent 

Total,  selected  chronic  diagnoses 

317,400 

277,960 

595,360 

100.0 

Cardiovascular-renal  disease _ 

80,920 

76,440 

157,360 

26.4 

Diseases  of  heart,  coronary 

arteries . 

40,300 

38,200 

78,500 

13.2 

Nephritis,  other  diseases  of 

kidneys . 

17,820 

15,340 

33,160 

5.6 

Arteriosclerosis,  high  blood 

pressure . 

12,800 

12,620 

25,420 

4.2 

Cerebral  hemorrhage,  em- 

bolism,  thrombosis . 

Paralysis,  excl.  paresis,  other 

8,420 

8,730 

17,150 

2.9 

specific  types . 

1,580 

1,550 

3,130 

0.5 

Rheumatism  and  allied  diseases . 

43,540 

38,190 

81,730 

13.7 

Diseases  of  nervous  system . 

26,780 

21,720 

48,500 

8.1 

Cancer  and  other  tumors . 

22,930 

19,280 

42,210 

7.1 

Senility  and  other  ill-defined 

diseases . 

21,560 

19,160 

40,720 

6.8 

Diseases  of  gall-bladder  and  liver 

18,440 

15,550 

33,990 

5.7 

Deafness  and  diseases  of  the  ear . 

14,390 

12,310 

26,700 

4.5 

Sinusitis  and  hay  fever . 

10,260 

7,990 

18,250 

3.1 

Diseases  of  bladder,  urinary  pas¬ 
sages,  male  genital  organs .... 

9,710 

8,710 

18,420 

3.1 

Asthma . 

9,410 

8,280 

17,690 

3.0 

Blindness  and  diseases  of  eye. . . 

8,990 

8,210 

17,200 

2.9 

Ulcer  of  stomach  and  duodenum 

8,350 

6,680 

15,030 

2.5 

Hernia . 

7,850 

6,510 

14,360 

2.4 

Diabetes  mellitus . 

6,950 

6,530 

13,480 

2.3 

Hemorrhoids . 

5,700 

4,390 

10,090 

1.7 

Diseases  of  thyroid  gland . 

5,140 

3,990 

9,130 

1.5 

Anemia,  all  forms . 

3,830 

3,270 

7,100 

1.2 

Varicose  veins,  varicocele . 

3,030 

2,660 

5,960 

1.0 

Congenital  and  early  infancy 

causes . 

1,910 

1,730 

3,640 

0.6 

Eczema . 

1,360 

1,200 

2,560 

0.4 

Other  chronic  diagnoses . 

6,350 

5,160 

11,510 

1.9 

•  Based  on  data  of  National  Health  Survey,  applied  to  New  York  State 
population,  1940.  Not  adjusted  for  estimated  under-enumeration. 


treatment  or  observation  during  that  year.11  How¬ 
ever,  the  fact  that  the  diagnosis  of  cancer  is  usually 
concealed  from  the  patient  and  that  other  members 
of  the  family  are  often  reluctant  to  name  cancer  as 
the  cause  of  illness  probably  explains  a  good  deal  of 
the  marked  under-enumeration  of  this  disease,  which 
would  not  obtain  for  other  diseases.  In  this  connec¬ 
tion,  it  should  be  emphasized  that  the  diagnosis  of 
illness,  as  given  by  a  member  of  the  family  in  the 
Survey,  agreed  with  that  subsequently  ascertained 
from  the  family  physician  in  83  per  cent  of  the  cases, 
so  that  the  various  types  of  chronic  disease  as  recorded 
in  the  Survey  data  are  substantially  those  which  would 
have  been  reported  by  physicians. 

Permanent  disability.  One  out  of  five  disabling 
chronic  illnesses  causes  permanent  disability,12  affect¬ 

11  Communication  from  the  New  York  State  Department 
of  Health,  Division  of  Cancer  Control. 

!2  Persons  disabled  for  the  entire  12  months  period  covered 
by  the  National  Health  Survey. 


ing  approximately  163,600  persons  in  the  State.  (Table 
17.)  This  figure,  since  it  is  based  on  conditions  pre¬ 
vailing  in  1935-1936,  does  not  include  those  perma¬ 
nently  disabled  as  a  result  of  wounds  received  during 
World  War  II.  Also,  it  does  not  take  into  account 
the  possible  results  of  application  of  the  great  advances 
made  in  recent  years  in  the  rehabilitation  of  disabled 
persons.  The  estimated  prevalence  of  the  permanently 
disabled  does  give  an  approximation  of  the  number 
of  persons  who  should  be  examined  with  reference  to 
possible  rehabilitation,  even  if  attention  were  confined 
to  those  permanently  disabled. 

Causes  of  permanent  disability .  The  most  import¬ 
ant  causes  or  groups  of  causes  accounting  for  perma¬ 
nent  disability13  are  (1)  cardiovascular-renal  diseases, 


TABLE  17.  —  Prevalence  of  Chronic  Invalidism ,° 
New  York  State,  191+6 


New  York 

New  York 

Restfof 

PREVALENCE 

State 

City 

State 

Number  per  1000  population  6. . 

11.6 

11.0 

12.4 

Number  of  invalids c . 

163,600 

85,600 

78,000 

°  Exclusive  of  mental  disease  and  tuberculosis. 

*  Source:  National  Health  Survey.  Age-specific  rates  adjusted  to  age 
distribution  of  New  York  State  population,  1940  census. 

e  Based  on  population  as  of  July  1,  1946,  estimated  by  Division  of  Vital 
Statistics,  New  York  State  Department  of  Health. 

including  heart  disease,  cerebral  hemorrhage,  high 
blood  pressure,  arteriosclerosis  and  diseases  of  the  kid¬ 
ney,  which  account  for  27  per  cent  of  all  cases;  (2) 
certain  diseases  of  the  nervous  system,  especially 
severe  emotional  disturbances  causing  so-called  “ner¬ 
vous  breakdown,”  which  account  for  almost  15  per 
cent  of  cases;  (3)  rheumatism,  arthritis  and  allied 
diseases  of  the  joints  and  muscles,  accounting  for  a 
little  over  11  per  cent  of  cases;  (4)  the  permanent 
results  of  accidents,  chiefly  loss  of  one  or  more  limbs, 
accounting  for  almost  ten  per  cent;  (5)  blindness  and 
other  diseases  of  the  eye,  comprising  four  per  cent;  (6) 
diabetes  mellitus,  comprising  almost  three  per  cent. 
( Table  ^_18.)  These  six  groups  of  causes  make  up 
almost  70  per  cent  of  the  cases  of  permanent  disability. 

Hospitalization  for  chronic  illness.  The  marked  in¬ 
crease  in  demand  for  hospital  care  for  acute  illness 
in  the  past  decade  has  directed  attention  to  the  extent 
to  which  beds  in  general  hospitals  are  occupied  by 
patients  with  chronic  disease.  In  New  York  City  gen¬ 
eral  hospital  admissions  rose  from  83  per  1000  popu¬ 
lation  in  193314  to  98  per  1000  in  1944, 15  an  increase 
in  rate  of  ]  8  per  cent.  In  the  same  period  the  average 
length  of  stay  in  general  hospitals  in  New  York  City 
decreased  from  15.9  to  14.4  days.  Such  an  increase  in 
rate  of  admissions,  accompanied  by  a  decrease  in  aver¬ 
ts  Tuberculosis,  mental  disease  and  mental  deficiency  have 
been  excluded  from  the  list  of  chronic  diseases  considered  here. 

14  Welfare  Council  of  New  York  City,  Hospital  Discharae 
Study,  1942,  Vol.  I. 

15  Exclusive  of  tuberculosis  and  mental  disease. 
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age  length  of  stay,  can  be  accounted  for  only  by  an 
increase  confined  to  short-term  hospitalizations  of  less 
than  15  days  duration,  which  is  in  accord  with  general 
experience  in  hospital  administration.  In  recent  years 
every  effort  has  been  made  to  discourage  long  hospi¬ 
talizations  whenever  possible,  and  it  is  more  than 
probable  that  there  has  been  a  decrease  in  the  number 
and  proportion  of  long-term  patients  in  general  hos¬ 
pitals,  not  because  of  decreased  need  for  hospital  care 
for  chronic  patients,  but  because  of  pressure  of  demand 
for  beds  for  acute  illnesses.  The  extent  to  which  gen¬ 
eral  hospital  beds  were  used  for  long-term,  chronic 
disease  in  an  earlier  period  (1933)  probably  is  a  more 
reliable  index  of  the  need,  or  at  least  the  demand,  for 
such  care  than  present  practice  would  indicate. 


TABLE  18. —  Causes  of  Permanent  Disability  and 
Invalidism  a  6 


DISEASE 

Per  Cent  of 
Invalids 

All  causes . 

100.0 

Cardiovascular-renal  diseases . 

27.0 

Diseases  of  nervous  system  c . 

14.7 

Rheumatism,  arthritis,  gout  and  allied  diseases . 

11 .3 

Permanent  results  of  accidents . 

9.8 

Blindness  and  diseases  of  eye . 

4.0 

Diabetes  mellitus . 

2.7 

Asthma . 

2.2 

Cancer  and  other  tumors . 

2.2 

Sinusitis,  hay  fever  and  other  respiratory  diseases .... 
Chronic  results  of  infantile  paralysis . 

1.8 

1 .3 

Ulcers  of  stomach  and  duodenum . 

1 .2 

Diseases  of  gall-bladder  and  liver . 

1 .2 

Hernia . 

1.1 

Congenital  disease  and  diseases  of  early  infancy . 

1.1 

Anemia . 

1 .0 

Chronic  results  of  communicable  disease . 

0.9 

Chronic  diseases  of  skin . 

0.8 

Chronic  bronchitis . 

0.7 

Diseases  of  thyroid  gland . 

0.6 

Varicose  veins . 

0.5 

Other  and  ill-defined  causes . 

13.8 

<*  Based  on  data  of  National  Health  Survey. 

6  Exclusive  of  tuberculosis  and  mental  disease. 
f  Exclusive  of  mental  disease  and  mental  deficiency. 


The  dual  definition  of  chronic  illness — illness  due  to 
chronic  disease  or  long-term  illness  from  any  disease — 
is  applicable  also  to  hospital  care.  Not  every  hospi¬ 
talization  for  a  chronic  disease  is  of  long  duration,  and 
not  every  long-term  hospitalization  is  for  a  disease 
which  is  usually  considered  chronic.  Since  the  term 
“chronic  illness”  is  used  in  both  these  senses,  both 
definitions  have  been  employed  here.  The  data  for 
hospitalized  illnesses  due  to  chronic  disease  are  those 
of  the  National  Health  Survey  for  New  York  City, 
revised  by  adding  24  per  cent  to  the  number  of  admis¬ 


sions  and  7  per  cent  to  the  number  of  hospital  days.16 
The  data  on  hospitalization  by  length  of  stay  were 
obtained  from  the  Hospital  Discharge  Study H 

In  order  to  test  further  the  validity  of  using  the 
hospital  experience  of  New  York  City  in  1933  for 
estimating  present-day  needs,  this  experience  was 
utilized  to  estimate  total  general  hospital  beds  needed 
and  compared  with  the  estimate  derived,  by  another 
method,  by  the  Joint  Hospital  Board  of  the  Postwar 
Planning  Commission  of  New  York  State.  The  num¬ 
ber  of  general  hospital  beds  needed  per  death  (Table 
19),  calculated  from  the  1933  New  York  City  expe¬ 
rience — .4149  beds  per  resident  death — when  applied 


TABLE  19. —  Hospital  Admissions,  Days .  Beds  ii 
New  York  City .  1933  a 


HOSPITALIZATION 

Number 

Number 

Per  1000 
Population 

Per 

Resident 
Death  b 

Admissions . 

589,377 

9,371,089 

32,093 

83 

1,319.7 

4.52 

7.62 
121 . 15 
0.4149 

Hospital-days . . 

Hospital  beds  e . 

“  Exclusive  of  tuberculosis  and  mental  diseases.  Source:  Hospital  Discharge 
Study,  Welfare  Council  of  New  York  City,  1942,  Vol.  I.  Data  corrected  for 
incomplete  coverage  of  hospitals  and  for  non-residents. 

6  Average  annual  deaths  1931-1935.  Source:  Annual  Report  of  New  York 
State  Department  of  Health,  Vol.  2,  1943. 

•  Calculated  from  hospital-days  on  basis  of  292  days  per  bed. 

to  the  average  annual  deaths1*  in  upstate  New  York  for 
1940-1944,  gives  an  estimated  number  of  general  hos¬ 
pital  beds  needed  of  29,643  beds.  This  number  is 
within  1.7  per  cent  of  that  estimated  by  the  Joint  Hos¬ 
pital  Board  (30,167  beds).19 

The  accuracy  of  the  number  of  hospital-days  esti¬ 
mated  for  hospitalization  for  chronic  diseases,  by 
diagnosis,  depends  on  the  validity  of  the  ratios  of 
hospital-days  per  hospitalized  illness  as  reported,  in 
the  National  Health  Survey.  To  test,  the  applicability 
of  these  ratios  to  present  day  practice,  they  were  com¬ 
pared  with  those  obtained  from  a  study  of  hospital 
care  for  chronic  illness  given  to  welfare  clients  in  Nas¬ 
sau  County,  New  York,  in  1944.  (Table  20.)  On  the 
whole  there  is  good  agreement  between  the  two.  More 
hospital  days  per  hospitalized  illness  were  given  in 


Based  upon  comparison  of  the  Nsik^il  :th  Survey  fig 
ures  with  the  more  complete  data,  for  hospitalized  illness,  o. 
the  Hospital  Discharge  Study,  Welfare  Council  of  New  York 
City,  1942,  Vol.  1. 

ii  See  Table  21A  and  21B  for  details  of  the  methods  of  calcu¬ 
lation  employed. 

is  Average  annual  resident  deaths,  New  York  State,  exclusive 
of  New  York  City,  1940-44—71,448  x  .4149  =  29,643. 

is  Communication  from  the  Joint  Hospital  Board,  Postwar 
Public  Works  Planning  Commission,  New  York  State. 
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Nassau  County  for  diabetes,  for  peptic  ulcer  and  di¬ 
seases  of  the  gall  bladder  and  liver,  but  the  number  of 
such  cases  is  too  small  to  affect  the  over-all  ratio 
greatly.  To  this  extent,  however,  the  estimate  of  hos¬ 
pital  days  obtained  from  the  Survey  data  may  be  too 
low  rather  than  too  high. 

Long-term  hospitalized  illness  (30  days  or  more) 
accounts  for  approximately  43  per  cent  of  all  hospi¬ 
tal-days  when  the  experience  of  New  York  City  for 
1933  is  applied  to  the  1940  population  of  the  State. 
The  estimated  percentage  for  the  State,  exclusive  of 
New  York  City,  is  somewhat  higher  (45.9  per  cent) 
than  that  for  New  York  City  (41.2  per  cent)  because 
of  the  somewhat  older  population  in  the  upstate  area. 
Hospitalized  illness  for  chronic  disease,  regardless  of 
duration  of  stay,  occupies  a  somewhat  smaller  percen¬ 
tage  of  all  hospital-days,  but  the  relative  importance 
of  chronic  illness  in  general  hospital  care,  as  measured 
by  the  two  criteria  for  chronic  illness,  is  similar.  As 
shown  in  Table  17B,  hospitalization  for  chronic  illness, 
regardless  of  duration  of  hospitalization,  may  be  ex¬ 
pected  to  take  up  1.75  beds  per  1000  population;  hos¬ 
pitalization  of  30  days’  duration  or  over,  regardless 
of  the  disease  responsible,  may  be  expected  to  require 
1.92  beds  per  1000  population.  Since  long-term  hos¬ 
pitalization  is  what  must  be  planned  for,  the  definition 
of  chronic  hospital  care  as  comprising  all  hospitaliza¬ 
tion  of  30  days  or  more  seems  the  more  practical  one. 
On  this  basis,  chronic  hospital  care  requires  1.92  beds 
per  1000  population,  or  .1763  beds  per  annual  death. 
(Table  22.) 


TABLE  20. —  Comparison  of  the  Rate  of  Hospital-days 
per  Hospitalized  Illness  for  Certain  Chronic 
Illnesses,  as  Determined  from  the  National 
Health  Survey,  1985-1936 ,  and  from 
Data  Supplied  by  the  Nassau 
County  Department  of  Public  Welfare 


Hospital-Days  Per 
Hospitalized  Illness 

DIAGNOSIS 

National  Health 
Survey  ° 

Nassau 
County  b 

Total,  chronic  illness e . 

30.4 

29.7 

Cardiovascular-renal  diseases . 

31.1 

27.9 

Cancer  and  other  tumors . 

24.4 

24.8 

Rheumatism  and  allied  diseases . 

Diseases  of  the  bladder,  urethra,  urin¬ 
ary  passages,  male  genital  organs . . . 
Ulcer  of  stomach  or  duodenum,  dis- 

36.3 

39.6 

23.4 

23.1 

eases  of  gall  bladder  and  liver . 

21.2 

33.6 

Diabet  es  mellitus . 

31.1 

43.7 

•  Source:  Dorothy  F.  Holland,  Sickness  in  a  Metropolitan  Community  (The 
Results  of  the  National  Health  Survey  in  New  York  City),  1935-1936,  U.  S. 
Public  Health  Service.  Unpublished.  Ratios  adjusted  for  under-enumeration 
of  24  per  cent  in  admissions  and  of  7  per  cent  in  hospital-days. 

b  Data  from  a  study  of  the  records  of  the  Medical  Care  Division,  Nassau 
County  Department  of  Public  Welfare,  for  patients  receiving  welfare  aid  and 
those  eligible  for  medical  care  for  entire  year  of  1944. 

« Illnesses  due  to  diagnoses  classified  as  chronic  and  causing  at  least  7  days 
of  disability  in  12  months.  See  Table  5  for  list  of  diagnoses  included. 


TABLE  21A. —  Estimated  Number  of  Hospital  Admissions,  Hospital-days  and  Hospital  Beds  Used  for  Chronic  “ 

and  Other  Illness,  by  Length  of  Stay,  New  York  State,  19^0 


Number  (in  Thousands) 

TYPE  OF  ILLNESS 

NEW  YORK  STATE 

NEW  YORK  CITY 

REST  OF  STATE 

Total 

Over 

30  Days 

30  Days 
or  Less  b 

Total 

Over 

30  Days 

30  Days 
or  Less  6 

Total 

Over 

30  Days 

30  Days 
or  Less  b 

Admissions 


All  illness c . 

. 1  1,279  d 

94  * 

1,185 

705  d 

52  * 

653 

574  d 

42  • 

Chronic  illness  ° . 

.  226  f 

35® 

191 

123  / 

19® 

104 

103 

16® 

Other  illness  b . 

. |  1,053 

59 

994 

582 

33 

549 

471 

26 

Hospital-days 


All  illness  * . 

17,520 A 

7,560* 

9,960 

10, 150 4 

4,180* 

5,970 

7,370'* 

3,380* 

Chronic  illness  “ . 

6,880 < 

3,080/ 

3,800 

3,750 < 

1,680/ 

2,070 

3,130  * 

1,400/ 

Other  illness  b . 

10,640 

4,480 

6,160 

6,400 

2,500 

3,900 

4,240 

1,980 

Hospital  Beds  k 


All  illness . 

60.0 

25.9 

34.1 

34.8 

14.3 

20.5 

25.2 

11.6 

13.6 

Chronic  illness . 

23.6 

10.6 

13.0 

12.9 

5.8 

7.1 

10.7 

4.8 

5.9 

Other  illness . 

36.4 

15.3 

21.1 

21.9 

8.5 

13.4 

14.5 

6.8 

7.7 

See  page  52  for  footnotes  to  Table  21  A. 
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TABLE  21B. —  Estimated  Annual  Rate  of  Hospital  Admissions,  Hospital-days  and  Hospital  Beds  Used  for  Chronic  ° 

and  Other  Illness,  by  Length  of  Stay,  New  York  State,  1940 


Rate  per  1,000  Population 


TYPE  OF  ILLNESS 

NEW  YORK  STATE 

NEW  YORK  CITY 

REST  OF  STATE 

Over 

30  Days 

Over 

30  Days 

Over 

30  Days 

Total 

30  Days 

or  Less  6 

Total 

30  Days 

or  Less  6 

Total 

30  Days 

or  Less  6 

Admissions 


94.9  d 

7.0* 

87.9 

94.5  d 

7.0 « 

87.5 

95.3  d 

7.0 4 

Chronic  illness  ° . 

16.8^ 

2.6 17 

14.2 

16.5/ 

2.6* 

13.9 

17.1  / 

2.6® 

Other  illness  6 . 

78.1 

4.4 

73.7 

78.0 

4.4 

73.6 

78.2 

4.4 

Hospital-days 


1 , 300  h 
510*' 

561  • 

739 

1,361 A 
503*' 

561 4 

800 

1,223 A 
520  *' 

561  4 

Chronic  illness  “ . 

229  > 

281 

226  > 

277 

232  > 

Other  illness  b . 

790 

332 

458 

858 

335 

523 

703 

329 

Hospital  Beds  k 


All  illness . 

4.45 

1.92 

2.53 

4.66 

1.92 

2.74 

4.19 

1.92 

2.27 

Chronic  illness . 

1.75 

0.78 

0.97 

1.72 

0.77 

0  95 

1.78 

0.79 

0.99 

Other  illness . 

2.70 

1.14 

1.56 

2.94 

1.15 

1.79 

2.41 

1.13 

1.28 

<•  Illnesses  due  to  diagnoses  classified  as  chronic.  See  Table  1  for  list  of  diagnoses. 

6  Figures  obtained  by  direct  subtraction. 

«  Exclusive  of  tuberculosis,  mental  disease  and  admissions  to  federal  hospitals.  Includes  maternity  homes  and  convalescent  hospitals. 

4  Source:  Medical  Care  for  the  People  of  New  York  State,  Re  port  of  the  New  York  State  Legislative  Commission  on  Medical  Care,  February  15,  1946, 
Table  5,  page  295.  Six  per  cent  of  the  New  York  City  admissions  were  deducted  to  allow  for  non-residents  (cf.  Hospital  Discharge  Study,  Welfare  Council  of 
New  York  City,  1942,  Vol.  1,  page  23. 

*  Estimates  calculated  from  rates  based  on  data  of  the  Hospital  Discharge  Study,  by  rearrangement  and  graphical  interpolation  of  published  data.  The  rate 
for  this  New  York  City  experience  was  used  to  estimate  the  total  for  the  entire  State. 

^Source:  National  Health  Survey,  1935-1936,  unpublished  data  on  hospitalization  for  individual  diagnoses.  Data  corrected  for  underreporting  (24  per 
cent)  as  described  in  text.  Uncorrected  data  presented  in  Tables  28  and  30  for  individual  diagnoses. 

»  Source  for  proportion  of  hospital  admissions  staying  over  30  days:  Dorothy  F.  Holland,  Sickness  in  a  Metropolitan  Community  (The  Results  of  the 
National  Health  Survey  in  New  York  City),  1935-1936,  U.  S.  Public  Health  Service.  Unpublished.  Data  applied  to  the  hospital  admission  figures  in  Tables 
23  and  25. 

4  Same  as  footnote  d,  above,  Table  9,  page  301.  Number  of  admissions  multiplied  by  average  length  of  stay  to  obtain  hospital-days. 

•  Based  on  ratios  of  hospital-days  to  hospitalized  illness,  as  published  in  Sickness  in  a  Metropolitan  Community,  for  individual  diagnoses  and  applied  to 
estimates  of  hospitalized  illness.  Data  corrected  for  underreporting  (7  per  cent)  as  described  in  text.  Unrevised  data  presented  in  Tables  28  and  30  for  indi¬ 
vidual  diagnoses. 

i  Ratio  of  hospital  days  per  patient  in  hospital  over  30  days,  as  presented  in  Sickness  in  a  Metropolitan  Community,  was  multiplied  by  corresponding  number 
of  admissions  to  obtain  hospital-days. 

4  Conversion  of  hospital-days  into  hospital  beds  on  basis  of  80  per  cent  occupancy  during  year. 


This  estimate  is  presented  as  indicating  the 
minimum  number  of  beds  which  should  be  specially 
designated  for  long-term  hospital  care,  in  accordance 
with  previous  experience.  Extension  of  hospital  prac- 


TABLE  22. —  Hospitalization  of  Over  Thirty  Days 
Duration ,a  New  York  City,  1983 


HOSPITALIZATION 

Number 

Rate  Per 
1000 

Population  6 

Rate  Per 
Death e 

Admissions . 

49,706 

7.0 

0.643 

Hospital-days . 

3,983,618 

561 

51.5 

Hospital  beds  d . 

13,634 

1.92 

0.1763 

°  Exclusive  of  tuberculosis,  mental  disease  and  mental  defects.  Data  from 
Hospital  Discharge  Study,  Welfare  Council  of  New  York  City,  1942. 
b  Estimated  as  of  July  1,  1933:  7,100,924. 

«  Average  annual  resident  deaths  1931-1935,  New  York  City:  77,346. 
d  On  basis  of  80  per  cent  occupancy. 


tice  to  include  types  of  patients  who  formerly  have 
been  cared  for  in  nursing  homes  or  related  institutions 
obviously  would  increase  this  estimate.  On  the  basis 
of  the  formula  presented  in  Table  22,  the  number  of 
hospital  beds  for  chronic  illness  which  should  be  made 
available  has  been  estimated  for  each  county  and 
region  of  the  upstate  area.  (Table  23.)  These  esti¬ 
mates  are  intended  to  serve  as  a  preliminary  basis  for 
planning  such  facilities.  In  each  area,  local  conditions 
with  respect  to  the  adequacy  of  existing  facilities  and 
the  availability  of  other  institutional  facilities  for 
long-term  care  must  be  considered  in  arriving  at  final 
conclusions  regarding  the  number  of  new  hospital 
beds  for  chronic  disease  which  are  needed. 

FUTURE  TRENDS  OF  CHRONIC  ILLNESS  PREVALENCE 

Since  chronic  illness  prevalence  rises  with  advancing 
age,  the  number  of  chronically  ill  persons  may  be 
expected  to  increase  as  a  result  of  aging  of  the  popu- 
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TABLE  23. —  Estimated  Number  of  Hospital  Beds  Needed  for  Chronic  Illness,  New  York  State  Exclusive  of 

New  York  City 


COUNTIES  AND 
REGIONS 

Population, 

1945 

1940-1944 

Deaths 

(Annual 

Average) 

Estimated 
Hospital 
Beds  for 
Chronic 
Illness  in 
Special 
Facilities 

Upstate  New  York  ° . 

6,117,520 

71,448 

12,595.9 

Albany  Region . 

982,002 

13,216 

2,329.9 

Albany . 

227,688 

2,923 

515.3 

Clinton . 

43,277 

540 

95.2 

Columbia . 

37,739 

594 

104.7 

Delaware . 

37,048 

541 

95.4 

Essex . 

31,335 

427 

75.3 

Fulton . 

48,241 

676 

119.2 

Greene . 

26,878 

424 

74.7 

Hamilton . 

3,413 

51 

9.0 

Montgomery . 

57,876 

760 

134.0 

Otsego . 

44,386 

680 

119.9 

Rensselaer . 

120,880 

1,808 

318.7 

Saratoga . 

67,150 

926 

163.3 

Schenectady . 

135,287 

1,451 

255.8 

Schoharie . 

20,298 

303 

53.4 

Warren . 

37,178 

496 

87.4 

Washington . 

43,328 

616 

108.6 

Buffalo  Region . 

1,302,467 

14,314 

2,523.5 

Cattaraugus . 

68,819 

894 

157.6 

Chautauqua . 

123,297 

1,556 

274.3 

Erie . 

856,342 

9,152 

1,613.5 

Genesee . 

44,750 

544 

95.9 

Niagara . 

179,844 

1,776 

313.1 

Wyoming . 

29,415 

392 

69.1 

Rochester  Region . 

876,600 

10,501 

1,851.3 

Allegany . 

39,585 

521 

91.9 

Chemung . 

81,043 

943 

166.3 

Livingston . 

33,761 

467 

82.3 

Monroe . 

450,285 

4,877 

859.8 

Ontario . 

52,707 

705 

124.3 

Orleans . 

26,963 

407 

71.7 

Schuyler . 

12,421 

195 

34.4 

COUNTIES  AND 
REGIONS 

Population, 

1945 

1940-1944 

Deaths 

(Annual 

Average) 

Estimated 
Hospital 
Beds  for 
Chronic 
Illness  in 
Special 
Facilities 

Rochester  Region  —  ( Cont’d ) 

Seneca . 

24,957 

340 

59.9 

Steuben . 

85,151 

1,113 

196.2 

Wayne . 

53,557 

680 

119.9 

Yates . 

16,170 

253 

44.6 

Syracuse  Region . 

1,310,073 

15,946 

2,811.2 

Broome . 

175,301 

1,677 

295.7 

Tioga . 

26,831 

391 

68.9 

Cayuga . 

62,928 

877 

154.6 

Chenango . 

37,336 

502 

88.5 

Cortland . 

32,346 

450 

79.3 

Franklin . 

44,122 

546 

96.3 

Herkimer . 

61,411 

792 

139.6 

Jefferson . 

83,630 

1,139 

200.8 

Lewis . 

21,509 

292 

51.5 

Madison . 

40,935 

581 

102.4 

Oneida . 

211,174 

2,499 

440.6 

Onondaga . 

309,827 

3,538 

623.7 

Oswego . 

68,867 

965 

170.1 

St.  Lawrence . 

90,535 

1,166 

205.6 

Tompkins . 

43,321 

531 

93.6 

Northern  Extra  Metropolitan. 

995,320 

11,320 

1,995.6 

Dutchess . 

106,896 

1,395 

245.9 

Putnam . 

15,773 

208 

36.7 

Rockland . 

63,060 

734 

129.4 

Sullivan . 

34,568 

505 

89.0 

Orange . 

132,142 

1,741 

306.9 

Ulster . 

81,930 

1,210 

213.3 

Westchester . 

560,951 

5,527 

974.4 

Long  Island . 

651,058 

6,151 

1,084.4 

Nassau . 

Suffolk . 

456,225 

194,833 

4,004 

2,147 

705.9 

378.5 

«  Institutional  populations,  representing  41  State  institutions  and  6  Veterans’  Administration  Facilities,  have  been  excluded  from  the  counties  and  their  total 
population  included  in  the  upstate  total. 


lation  as  well  as  growth  in  its  total  number.  A  con¬ 
servative  estimate  of  future  changes  in  New  York 
State’s  population  indicates  that,  although  no  great 
increase  in  total  population  is  anticipated,  the  per¬ 
centage  of  persons  aged  45  years  and  over  probably 
will  increase  from  the  29  per  cent  found  in  the  1940 
census  to  an  estimated  36  per  cent  in  1980.  (Table 
24.)  Other  factors  remaining  equal,  population  aging 
alone  would  cause  the  rate  of  chronic  illness  prevalence 


to  be  15  per  cent  higher  in  1980  than  in  1940.  If  the 
effect  of  estimated  population  growth  is  also  taken 
into  consideration,  the  number  of  cases  would  be  20 
per  cent  higher  and  the  number  of  days  disability 
would  be  26  per  cent  higher.  (Table  25.)  Although 
no  great  reliance  can  be  placed  on  the  absolute  figures 
presented  in  Table  24,  there  is  little  doubt  that  future 
population  changes  will  tend  to  magnify  the  relative 
importance  of  chronic  illness  as  a  cause  of  disability. 
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TABLE  24. —  Per  Cent  Age  Distribution  of  the  Population,  New  York  State,  1900-1940,  and  Estimates  for  I960 

and  1980 


1900“ 

1920“ 

1940“ 

I960  6 

AGE  GROUP 


198Q 


New  York  State 


Total  population . 

7,268,894 

10,385,227 

13,479,142 

14,313,000 

Per  Cent . 

100.0 

100.0 

100.0 

100.0 

Under  15  years . 

29.1 

27.8 

20.6 

21.6 

15-24  years . 

18.5 

16.8 

16.9 

13.4 

25-44  years . 

32.2 

32.8 

33.5 

28.2 

45-64  years . 

15.4 

17.8 

22.2 

26.6 

65  years  and  over . . . 

4.8 

4.8 

6.8 

10.2 

14,097,000 

100.0 

21.9 

14.4 

27.0 

24.0 

12.7 


New  York  City 


Total  population . 

3,437,202 

5,620,048 

7,454,995 

7,904,000 

Per  Cent . 

100.0 

100.0 

100.0 

100.0 

Under  15  years . 

30.7 

28.4 

19.7 

21.6 

15-24  years . 

19.2 

17.8 

16.8 

12.8 

25-44  years . 

34.2 

34.6 

36.0 

27.7 

45-64  years . 

13.1 

16.1 

21.9 

28.3 

65  years  and  over . 

2.8 

3.1 

5.6 

9.6 

7,685,000 

100.0 

22.3 

14.6 

26.7 

23.4 
13.0 


Rest  of  State 


Total  population . 

3,831,692 

4,765,179 

6,024,147 

6,409,000 

6,412,000 

Per  Cent . 

100.0 

100.0 

100.0 

100.0 

100.0 

Under  15  years . 

27.7 

27.1 

21.8 

21.5 

21.5 

15-24  years . 

17.9 

15.6 

16.8 

14.2 

14.1 

25-44  years . 

30.3 

30.7 

30.3 

28.9 

27.4 

45-64  years . 

17.5 

19.9 

22.7 

24.4 

24.6 

65  years  and  over . 

6.6 

6.7 

8.4 

11.0 

12.4 

°  Source:  U.  S.  Census  of  Population. 

6  Calculated  on  assumption  that  a  birth  rate  of  15  per  1,000  population  and  the  age-specific  mortality  as  of  1939-1941  will  prevail  in  subsequent  years, 
and  that  net  migration  will  be  zero. 
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TABLE  25. —  Estimated  Future  Increase  in  Chronic  Illness  °  and  Days  of  Disability,  Resulting  from  Aging  of  the 

Population,  New  York  State 


Chronic  Illness® 

Days  of  Disability  From  Chronic  Illness 

YEAR 

Number *  6 
(in 

Thousands) 

Rate  per 
1,000 

Population 

PER  CENT 

INCREASE 

over  1940 

Number e 
(in 

Hundred 

Thousands) 

Rate  per 
1,000 

Population 

PER  CENT 

INCREASE 

OVER  1940 

In 

Rate 

In 

Number 

In 

Rate 

In 

Number 

New  York  State 


663 

49.2 

1,035 

7,680 

774 

54.1 

io 

17 

1,241 

8,670 

i3 

798 

56.6 

15 

20 

1,301 

9,230 

20 

940 

i960 

1980 


New  York  City 


358 

48.0 

552 

7,400 

423 

53.5 

ii 

is 

675 

8,540 

15 

436 

56.7 

18 

22 

712 

9,260 

25 

22 

29 


Rest  of  State 


1940 

1960 

1980 


305 

50.6 

483 

8,020 

351 

54.8 

8 

i5 

566 

8,830 

io 

362 

56.5 

12 

19 

589 

9,190 

15 

i7 

22 


°  Symptoms  present  for  at  least  3  months,  with  disability  for  7  days  or  more;  exclusive  of  tuberculosis  and  mental  diseases. 

6  The  estimated  population  was  multiplied  by  the  age-specific  prevalence  rates  in  Table  10,  Column  2. 

«  Days  of  disability  per  case,  specific  for  age,  used  in  calculation  taken  from:  Rollo  H.  Britten,  Selwyn  D.  Collins  and  James  S.  Fitzgerald,  Some  General 
Findings  as  to  Diseases,  Accidents  and  Impairments,  Public  Health  Reports,  Vol.  55,  pp.  444-470,  1940.  Reprint  No.  2143,  Table  4. 


Advances  in  knowledge  and  in  the  application  of 
existing  knowledge  regarding  prevention  and  treat¬ 
ment  of  chronic  illness  and  the  rehabilitation  of  those 
disabled  by  chronic  disease  may  counterbalance  to 
some  extent  the  effect  of  population  aging.  There  are 
indications  that  such  a  trend  may  have  begun.  For 
example,  the  age-specific  rates  of  mortality  from  car¬ 
diovascular-renal  disease  have  shown  a  tendency  to 
decrease  in  recent  years.  This  is  evidenced  by  com¬ 
parison  of  the  age-standardized  rates  of  mortality 
from  this  group  of  diseases  in  New  York  State  in  1944, 
is  compared  with  1939-1941.  (Table  26.)  Should  the 
indicated  decreases  in  age-specific  mortality  continue, 
and  if  they  reflect  a  corresponding  decrease  in  preva¬ 
lence,  they  may  in  time  offset  somewhat  the  increase  in 
chronic  disease  mortality  resulting  from  the  aging  of 
the  population. 

Even  under  the  most  favorable  circumstances,  how¬ 
ever,  we  may  be  reasonably  certain  that  mortality  and 
morbidity  from  chronic  disease  will  continue  to  occupy 
first  place  among  the  health  problems  of  our  State. 


TABLE  26. —  Resident  Death  Rates  Per  100,000 
Population  from  Chronic  Diseases, 

New  York  State,  1939-1941  and  1944 
Standardized  for  Age 


DISEASE 

Annual 

Average, 

1939-1941 

1944 

Cardiovascular-renal  diseases . 

544.1 

523.7 

Heart  disease . 

382.7 

383.8 

Brain  hemorrhage  and  apoplexy . 

73.8 

67.6 

Disease  of  the  arteries . 

23.9 

24.5 

Nephritis . 

63.7 

47.8 

Cirrhosis  of  the  liver . 

11.8 

11.1 

Cancer . 

154.2 

151.3 

Diabetes  mellitus . 

39.7 

36.1 

Source:  Annual  Report  of  the  New  York  State  Department  of  Health,  Vol.  2 
1942  and  1944. 


56 


SUPPLEMENTARY  TABLES 


TABLE  27. —  Estimates  of  the  Amount  of  Chronic  Illness  per  Year  and  the  Resultant  Days  of  Disability ,  New  York 

City  a  6 


DIAGNOSIS  • 

Illnesses 

Days  of 

Disability 

• 

total  d 

HOSPITALIZED  d 

NOT  HOSPITALIZED  d 

Number 

RATE 

Number 

Rate 
per  1,000 
Population 

Number 

Rate 
per  1,000 
Population 

Number 

Rate 
per  1,000 
Population 

Per 

Illness 

Per  1,000 
Population 

Total,  selected  chronic  diagnoses . 

317,400 

•  42.57 

99,580 

13.34 

217,820 

29.23 

36,655,000  / 

115 

4,900 

Cardiovascular-renal  diseases . 

80,920 

10.85 

17,140 

2.29 

63,780 

8.56 

10,213,000  » 

126 

1,400 

Diseases  of  heart,  coronary  arteries . 

40,300 

5.41 

7,160 

.96 

33,140 

4.45 

Cerebral  hemorrhage,  embolism,  thrombosis 

8,420 

1.13 

2,230 

.30 

6,190 

.83 

Paralysis  (exclusive  of  paresis) . 

1,580 

.21 

400 

.05 

1,180 

.16 

Arteriosclerosis,  high  blood  pressure . 

12,800 

1.71 

1,880 

.25 

10,920 

1.46 

Nephritis,  other  diseases  of  kidneys . 

17,820 

2.39 

5,470 

.73 

12,350 

1.66 

Rheumatism  and  allied  diseases . 

43,540 

5.84 

5,270 

.71 

38,270 

5.13 

5,591,000  o 

128 

750 

Chronic  rheumatism,  arthritis,  gout . 

27,140 

3.64 

3,460 

.46 

23,680 

3.18 

Acute  rheumatic  fever . 

4,600 

.62 

890 

.12 

3,710 

.50 

Neuralgia,  neuritis . 

7,590 

1.02 

690 

.09 

6,900 

.93 

Lumbago,  other  muscular  pains . 

4,210 

.56 

230 

.03 

3,980 

.53 

Diseases  of  the  digestive  system  (part) . 

26,790 

3.59 

10,480 

1.40 

16,310 

2.19 

1,864,000 « 

70 

250 

Ulcer,  stomach  or  duodenum . 

8,350 

1.12 

3,000 

.40 

5,350 

.72 

Diseases  of  the  gallbladder,  liver . 

18,440 

2.47 

7,480 

1.00 

10,960 

1.47 

Nervous  diseases  (part) . 

26,780 

3.59 

6,060 

.81 

20,720 

2.78 

5,740,000  » 

214 

770 

Chorea . 

730 

.10 

220 

.03 

510 

.07 

Neurasthenia,  nervous  breakdown . 

26,050 

3.49 

5,840 

.78 

20,210 

2.71 

Cancer  and  other  tumors . 

22,930 

3.07 

16,820 

2.25 

6,110 

.82 

2,311,000  o 

101 

310 

Cancer,  all  sites . 

7,840 

1.05 

4,870 

.65 

2,970 

.40 

Tumors,  non-malignant  and  unspecified .  .  . 

15,090 

2.02 

11,950 

1.60 

3,140 

.42 

Senility  and  other  ill-defined  diseases . 

21,560 

2.89 

6,120 

.82 

15,440 

2.07 

k 

Diseases  of  the  respiratory  system  (part) . 

19,670 

2.64 

3,260 

.44 

16,410 

2.20 

544,000  « 

28 

73 

Sinusitis . 

9,250 

1.24 

2,120 

.28 

7,130 

.96 

Asthma . 

9,410 

1.26 

1,100 

.15 

8,310 

1.11 

Hay  fever . 

1,010 

.14 

40 

.01 

970 

.13 

Deafness  and  diseases  of  the  ear . 

14,390 

1.93 

4,180 

.56 

10,210 

1.37 

k 

Diseases  of  the  bladder,  urethra,  urinary  pass- 

ages,  male  genital  organs . 

9,710 

1.30 

4,840 

.65 

4,870 

.65 

745,000  » 

77 

100 

Diseases  of  the  bladder,  urethra . 

6,600 

.89 

2,880 

.39 

3,720 

.50 

Prostatic  enlargement,  etc . 

3,110 

.41 

1,960 

.26 

1,150 

.15 

Blindness  and  diseases  of  the  eye . 

8,990 

1.21 

3,260 

.44 

5,730 

.77 

h 

Diabetes  mellitus . 

6,950 

.93 

2,760 

.37 

4,190 

.56 

1,193,000 

172 

160 

Hernia . 

7,850 

1.06 

6,160 

.83 

1,690 

.23 

745,000 

95 

100 

Hemorrhoids . 

5,700 

.77 

3,570 

.48 

2,130 

.29 

268,000 

47 

36 

Diseases  of  the  thyroid  gland . 

5,140 

.69 

3,590 

.48 

1,550 

.21 

485,000 

94 

65 

Anemia,  all  forms . 

3,830 

.52 

950 

.13 

2,880 

.39 

507,000 

132 

68 

Diseases  of  bones,  joints,  locomotion . 

3,450 

.46 

1,820 

.24 

1,630 

.22 

k 

Varicose  veins,  varicocele . 

3,030 

.41 

570 

.08 

2,460 

.33 

313,000 

103 

42 

Other  general  diseases . 

2,460 

.33 

900 

.12 

1,560 

.21 

216,000 

88 

29 

Congenital  and  early  infancy  causes . 

1,910 

.25 

1,300 

.17 

610 

.08 

k 

Eczema . 

1,360 

.18 

180 

.02 

1,180 

.16 

82,000 

60 

11 

Cyst  of  ovaries,  uterus,  tubes . 

440 

.06 

350 

.05 

90 

.01 

30,000 

68 

4 

«  Estimates  based  on  published  and  unpublished  data  of  the  National  Health  Survey,  1935-36.  None  have  been  adjusted  for  underreporting  in  the  Survey. 
Hlnesses,  hospitalized  and  non-hospitalized,  may  be  revised  upwards  by  24  per  cent,  and  hospital-days  and  days  of  disability  by  7  per  cent. 

»  As  herein  used  chronic  illness  is  defined  as  that  due  to  the  selected  causes  listed,  and  resulting  in  hospitalization  or  at  least  seven  days’  disability.  Certain 
illnesses  normally  considered  chronic  —  tuberculosis,  mental  diseases,  syphilis  —  have  been  excluded. 

0  Primary  or  sole  diagnosis.  Where  there  were  two  or  more  diagnoses,  the  primary  diagnosis  is  the  one  associated  with  the  illness  for  the  longest  period, 
or  the  one  regarded  as  the  most  important. 

d  Based  on  age-specific  rates  for  individual  diagnoses,  National  Health  Survey,  1935-36,  83  cities  (unpublished).  Rates  applied  to  1940  census  population 
for  New  York  City.  • 

•  Based  on  days  of  disability  per  person-year  for  each  diagnosis  or  group  of  diagnoses.  See:  Rollo  H.  Britten,  Selwyn  D.  Collins,  and  James  F.  Fitzgerald, 
The  National  Health  Survey  —  Some  General  Findings  as  to  Disease,  Accidents  and  Impairments  in  Urban  Areas.  Publio  Health  Report,  Vol.  55  (1940),  pages 
444-470.  Reprint  No.  2143,  Table  2.  Rates  applied  to  1940  census  population  for  New  York  City. 

/  Includes  allowance  for  diagnoses  for  which  no  individual  estimates  were  available. 

«  Estimates  made  only  for  groups  of  diagnoses. 

*  Not  estimated  separately. 
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TABLE  28. —  Estimates  of  the  Amount  of  Medical  and  Hospital  Service  Provided  for  Treatment  of  Chronic  Illness, 

New  York  City  °  6 


Hospital-days 


Physicians’  Services 
(Calls  at  Home,  Office  or  Clinic) 


DIAGNOSIS  • 

Number  d 

RATE 

Number  • 

RATE 

Per  1,000 
Population 

Per 

Illness 

Per 

Hospitalized 

Illness 

Per  1,000 
Population 

Per 

Illness 

Total,  selected  chronic  diagnoses . 

3,507,400  f 

- ¥ 

470 

11.1 

35.2 

3,467,700  f 

465 

10.9 

Cardiovascular-renal  diseases . 

613,000 

83 

7.6 

35.8 

1,109,800 

149 

13.7 

Diseases  of  heart,  coronary  arteries . 

287,100 

39 

7.1 

40.1 

612,500 

82 

15.2 

Cerebral  hemorrhage,  embolism,  thrombosis . 

101,700 

14 

12.1 

45.6 

127,100 

17 

15.1 

Paralysis  (exclusive  of  paresis) . 

11,700 

2 

7.4 

29.3 

10,500 

1 

6.6 

Arteriosclerosis,  high  blood  pressure . 

55 , 500 

7 

4.3 

29.5 

153,700 

21 

12.0 

Nephritis,  other  diseases  of  kidneys . 

157,000 

21 

8.8 

28.7 

206,000 

28 

11.6 

Rheumatism  and  allied  diseases . 

221,800 

29 

5.1 

42.1 

472,700 

63 

10.9 

Chronic  rheumatism,  arthritis,  gout . 

1 

/ 

Acute  rheumatic  fever . 

/  203,600 

27 

6.4 

46.8 

\  375,500 

50 

11.8 

Neuralgia,  neuritis . 

\ 

1 

Lumbago,  other  muscular  pains . 

)  18,200 

2 

1.5 

19.8 

\  97,200 

13 

8.2 

Diseases  of  the  digestive  system  (part) . 

257 , 500 

35 

9.6 

24.6 

275,700 

37 

10.3 

Ulcer,  stomach  or  duodenum . 

75,000 

10 

9.0 

25.0 

120,000 

16 

14.4 

Diseases  of  the  gallbladder,  liver . 

182,500 

25 

9.9 

24.4 

155,700 

21 

8.4 

Nervous  diseases  (part) . 

696,900 

93 

26.0 

115.0 

212,600 

29 

)  7.9 

Chorea . 

25,300 

3 

5,700 

1 

Neurasthenia,  nervous  breakdown . 

671,600 

90 

206,900 

28 

J 

Cancer  and  other  tumors . 

459,400 

62 

20.0 

27.3 

257,800 

35 

11.2 

Cancer,  all  sites . 

232,300 

31 

29.6 

47.7 

145,100 

20 

18.5 

Tumors,  non-malignant  and  unspecified . 

227 , 100 

31 

15.0 

19.0 

112,700 

15 

7.5 

Senility  and  other  ill-defined  diseases . 

0 

0 

Diseases  of  the  respiratory  system  (part) . 

110,200 

15 

5.6 

33.8 

187,300 

25 

9.5 

Sinusitis . 

20,400 

3 

2.2 

9.6 

63,800 

9 

6.9 

Asthma,  hay  fever . 

89,800 

12 

8.6 

78.8  ’ 

123,500 

16 

11.9 

Deafness  and  diseases  of  the  ear . 

82,300 

11 

5.7 

19.7 

101,800 

14 

7.1 

Diseases  of  the  bladder,  urethra,  urinary  passages,  male  geni- 

tal  organs . 

133,200 

18 

13.7 

27.5 

75,900 

10 

7.8 

Diseases  of  the  bladder,  urethra . 

96,500 

13 

14.6 

33.5 

55,200 

7 

8.4 

Prostatic  enlargement,  etc . 

36,700 

5 

11.8 

18.7 

20,700 

3 

6.7 

Blindness  and  diseases  of  the  eye . 

52,200 

7 

5.8 

16.0 

71,600 

10 

8.0 

Diabetes  mellitus . 

99,400 

13 

14.3 

36.0 

93,300 

13 

13.4 

Hernia . 

106,000 

14 

13.5 

17.2 

60,700 

8 

7.7 

Hemorrhoids . 

31,800 

4 

5.6 

8.9 

34,900 

5 

6.1 

Diseases  of  thyroid  gland . 

80,100 

11 

15.6 

22.3 

45,100 

6 

8.8 

Anemia,  all  forms . 

48,400 

6 

12.6 

50.9 

53,700 

7 

14.0 

Diseases  of  bones,  joints,  locomotion . 

174,400 

23 

50.6 

95.8 

69,400 

9 

20.1 

Varicose  veins,  varicocele . 

20,600 

3 

6.8 

36.1 

34,900 

5 

11.5 

Other  general  diseases . 

39,300 

5 

16.0 

43.7 

35,400 

5 

14.4 

Congenital  and  early  infancy  causes . 

0 

0 

Eczema . 

0 

0 

Cyst  of  ovaries,  uterus,  tubes . 

6,100 

1 

13.9 

17.4 

3,400 

h 

7.7 

a  See  footnote  a,  Table  27. 

6  See  footnote  b,  Table  27. 

'  See  footnote  c,  Table  27. 

*  Based  on  number  of  days  of  hospital  care  per  person  hospitalized  as  determined  from  National  Health  Survey  data  for  New  York  City.  From:  Dorothy 
F.  Holland:  Sickness  in  a  Metropolitan  Community —  The  Results  of  the  National  Health  Survey  in  New  York  City.  (Unpublished.) 

•  Based  on  services  per  diagnosed  illness.  For  source,  see  footnote  d. 

/  Includes  allowance  for  diagnoses  for  which  no  individual  estimates  were  available. 

•  Not  estimated  separately. 

*  Rate  less  than  0.5. 
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TABLE  29. —  Estimates  of  the  Amount  of  Chronic  Illness  per  Year  and  the  Resultant  Days  of  Disability ,  New  York 

State ,  Exclusive  of  New  York  City  °  6 


DIAGNOSIS  « 

Illnesses 

Days  op  Disability  • 

TOTAL  d 

HOSPITALIZED  d 

NOT  HOSPITALIZED  d 

Number 

RATE 

Number 

Rate 
per  1,000 
Population 

Number 

Rate 
per  1,000 
Population 

Number 

Rate 
per  1,000 
Population 

Per 

Illness 

Per  1,000 
Population 

Total,  selected  chronic  diagnoses . 

277,960 

46.12 

83,030 

13.77 

194,930 

32.35 

32,183,000  > 

116 

5,300 

Cardiovascular-renal  diseases . 

76,440 

12.69 

15,170 

2.52 

61,270 

10.17 

9,639,000  « 

126 

1,600 

Diseases  of  heart,  coronary  arteries . 

38,200 

6.34 

6,380 

1.06 

31,820 

5.28 

Cerebral  hemorrhage,  embolism,  thrombosis 

8,730 

1.45 

2,140 

0.36 

6,590 

1.09 

Paralysis  (exclusive  of  paresis) . 

1,550 

0.26 

380 

0.06 

1,170 

0.20 

Arteriosclerosis,  high  blood  pressure . 

12,620 

2.09 

1,750 

0.29 

10,870 

1.80 

Nephritis,  other  diseases  of  kidneys . 

15,340 

2.55 

4,520 

0.75 

10,820 

1.80 

Rheumatism  and  allied  diseases . 

38,190 

6.34 

4,340 

0.72 

33,850 

5.62 

4, 880, 000I»| 

128 

81( 

Chronic  rheumatism,  arthritis,  gout . 

24,200 

4.02 

2,880 

0.48 

21,320 

3.54 

Acute  rheumatic  fever . 

3,840 

0.64 

700 

0.12 

3,140 

0.52 

Neuralgia,  neuritis . 

6,630 

1.10 

570 

0.09 

6,060 

1 .01 

Lumbago,  other  muscular  pains . 

3,520 

0.58 

190 

0.03 

3,330 

0.55 

Diseases  of  the  digestive  system  (part) . 

22,230 

3.69 

8,430 

1.40 

13,800 

2.29 

1,506,000* 

68 

250 

Ulcer,  stomach  or  duodenum . 

6,680 

1.11 

2,350 

0.39 

4,330 

0.72 

Diseases  of  the  gallbladder,  liver . 

15,550 

2.58 

6,080 

1.01 

9,470 

1.57 

Nervous  diseases  (part) . 

21,720 

3.60 

4,770 

0.79 

16,950 

2.81 

4,699,000* 

216 

780 

Chorea . 

640 

0.10 

190 

0.03 

450 

0.07 

Neurasthenia,  nervous  breakdown . 

21,080 

3.50 

4,580 

0.76 

16,500 

2.74 

Cancer  and  other  tumors . 

19,280 

3.20 

13,700 

2.27 

5,580 

0.93 

1,928,000* 

100 

320 

Cancer,  all  sites . 

7,390 

1.23 

4,420 

0.73 

2,970 

0.50 

Tumors,  non-malignant  and  unspecified . .  . 

11,890 

1.97 

9,280 

1.54 

2,610 

0.43 

Senility  and  other  ill-defined  diseases . 

19,160 

3.18 

5,010 

0.83 

14,150 

2.35 

k 

Diseases  of  the  respiratory  system  (part) . 

16,270 

2.70 

2,600 

0.43 

13,670 

2.27 

482,000  * 

30 

80 

Sinusitis . 

7,200 

1.20 

1,630 

0.27 

5,570 

0.93 

Asthma . ’. . . . 

8^280 

1.37 

940 

0.16 

7,340 

1.21 

Hay  fever . 

790 

0.13 

30 

* 

760 

0.13 

Deafness  and  diseases  of  the  ear . 

12,310 

2.04 

3,550 

0.59 

8,760 

1.45 

k 

Diseases  of  the  bladder,  urethra,  urinary  pass- 

ages,  male  genital  organs . 

8,710 

1.45 

4,400 

0.73 

4,310 

0.72 

663,000  * 

76 

110 

Diseases  of  the  bladder,  urethra . 

5,690 

0.94 

2,490 

0.41 

3,200 

0.53 

Prostatic  enlargement,  etc . 

3,020 

0.51 

1,910 

0.32 

1,110 

0.19 

Blindness  and  diseases  of  the  eye . 

8,210 

1.36 

2,990 

0.50 

5,220 

0.86 

k 

Diabetes  mellitus . 

6,530 

1.08 

2,540 

0.42 

3,990 

0.66 

1,084,000 

166 

18, 

Hernia . 

6,510 

1.08 

4,950 

0.82 

1,560 

0.26 

602,000 

92 

100 

Hemorrhoids . . 

4,390 

0.73 

2,720 

0.45 

1,670 

0.28 

205,000 

47 

34 

Diseases  of  thyroid  gland . 

3,990 

0.66 

2,750 

0.46 

1,240 

0.20 

373,000 

93 

62 

Anemia,  all  forms . 

3,270 

0.54 

820 

0.13 

2,450 

0.41 

434,000 

133 

72 

Diseases  of  bones,  joints,  locomotion . 

2,790 

0.46 

1,460 

0.24 

1,330 

0.22 

k 

Varicose  veins,  varicocele . 

2,660 

0.44 

480 

0.08 

2,180 

0.36 

277,000 

104 

46 

Other  general  diseases . 

2,050 

0.34 

740 

0.12 

1,310 

0.22 

211,000 

103 

35 

Congenital  and  early  infancy  causes . 

1,730 

0.29 

1,190 

0.20 

540 

0.09 

h 

Eczema . 

1,200 

0.20 

160 

0.03 

1,040 

0.17 

66,000 

55 

11 

Cyst  of  ovaries,  uterus,  tubes . 

320 

0.05 

260 

0.04 

60 

0.01 

18,000 

56 

3 

•  Estimates  based  on  published  and  unpublished  data  of  the  National  Health  Survey,  1935-36.  None  have  been  adjusted  for  underreporting  in  the  Survej 
Illnesses,  hospitalized  and  non-hospitalized,  may  be  revised  upwards  by  24  per  cent,  and  hospital-days  and  days  of  disability  by  7  per  cent. 

*  As  herein  used  chronic  illness  is  defined  as  that  due  to  the  selected  causes  listed,  and  resulting  in  hospitalization  or  at  least  seven  days  disability.  Certain 
illnesses  normally  considered  chronic  —  tuberculosis,  mental  diseases,  syphilis  —  have  been  excluded. 

*  Primary  or  sole  diagnosis.  Where  there  were  two  or  more  diagnoses,  the  primary  diagnosis  is  the  one  associated  with  the  illness  for  the  longest  period, 

or  the  one  regarded  as  the  most  important.  .  . 

1  d  Based  on  age-specific  rates  for  individual  diagnoses,  National  Health  Survey,  1935-36,  83  cities  (unpublished).  Rates  applied  to  1940  census  population 
for  New  York  State,  exclusive  of  New  York  City.  , 

♦  Based  on  days  of  disability  per  person-year  for  each  diagnosis  or  group  of  diagnoses.  See:  Rollo  H.  Britten,  Selwyn  D.  Collins  and  James  S.  Fitzgerald, 
The  National  Health  Survey  —  Some  General  Findings  as  to  Disease,  Accidents  and  Impairments  in  Urban  Areas.  Public  Health  Report,  Vol.  55:  pages  444-470 
(1940).  Reprint  No.  2143,  Table  2.  Rates  applied  to  1940  census  population  for  New  York  State,  exclusive  of  New  York  City. 

!  Includes  allowance  for  diagnoses  for  which  no  individual  estimates  were  available. 

«  Estimates  made  only  for  groups  of  diagnoses. 

1  Not  estimated  separately. 

•  Less  than  0.005. 
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TABLE  30. —  Estimates  of  the  Amount  of  Medical  and  Hospital  Service  Provided  for  Treatment  of  Chronic  Illness, 

New  York  State,  Exclusive  of  New  York  City  °  6 


DIAGNOSIS  • 

Hospital-days 

Physicians’  Services 
(Calls  at  Home,  Office  or  Clinic) 

Number  d 

RATE 

Number  • 

RATE 

Per  1,000 
Population 

Per 

Illness 

Per 

Hospitalized 

Illness 

Per  1,000 
Population 

Per 

Illness 

Total,  selected  chronic  diagnoses . 

2,921,800/ 

485 

10.5 

35.2 

3,084,100/ 

512 

11.1 

Cardiovascular-renal  diseases . 

545,800 

91 

7.1 

36.0 

1,052,600 

175 

13.8 

Diseases  of  heart,  coronary  arteries . 

255,800 

42 

6.7 

40.1 

581,300 

97 

15.2 

Cerebral  hemorrhage,  embolism,  thrombosis . 

97,600 

16 

11.2 

45.6 

132,400 

22 

15.2 

Paralysis  (exclusive  of  paresis) . 

11,100 

2 

7.2 

29.2 

10,300 

2 

6.6 

Arteriosclerosis,  high  blood  pressure . 

51,600 

9 

4.1 

29.5 

151,300 

25 

12.0 

Nephritis,  other  diseases  of  kidneys . 

129,700 

22 

8.5 

28.7 

177,300 

29 

11.6 

Rheumatism  and  allied  diseases . 

182,500 

30 

4.8 

42.1 

416,000 

69 

10.9 

Chronic  rheumatism,  arthritis,  gout . 

\ 

J 

Acute  rheumatic  fever . 

/  167,500 

28 

6.0 

46.8 

\  332,400 

55 

11.9 

Neuralgia,  neuritis . 

\ 

J 

Lumbago,  other  muscular  pains . 

J  15,000 

2 

1.5 

19.7 

\  83,600 

14 

8.2 

Diseases  of  the  digestive  system  (part) . 

207,200 

35 

9.3 

24.6 

227,500 

38 

10.2 

Ulcer,  stomach  or  duodenum . 

58,800 

10 

8.8 

25.0 

96,300 

16 

14.4 

Diseases  of  the  gallbladder,  liver . 

148,400 

25 

9.5 

24.4 

131,200 

22 

8.4 

Nervous  diseases  (part) . 

548,600 

91 

1  25.3 

)  115.0 

172,600 

29 

7.9 

Chorea . 

21,900 

4 

5,100 

1 

Neurasthenia,  nervous  breakdown . 

526,700 

87 

J 

J 

167,500 

28 

Cancer  and  other  tumors . 

387,100 

64 

20.1 

28.3 

227,000 

38 

11.8 

Cancer,  all  sites . 

210,800 

35 

28.5 

47.7 

138,000 

23 

18.7 

Tumors,  non-malignant  and  unspecified . 

176,300 

29 

14.8 

19.0 

89,000 

15 

7.5 

Senility  and  other  ill-defined  diseases . 

0 

0 

Diseases  of  the  respiratory  system  (part) . 

92,000 

15 

5.7 

35.4 

157,100 

26 

9.7 

Sinusitis . 

15,600 

2 

2.2 

9.6 

49,600 

8 

6.9 

Asthma,  hay  fever . 

76,400 

13 

8.4 

78.8 

107,500 

18 

11.9 

Deafness  and  diseases  of  the  ear . 

69,900 

12 

5.7 

19.7 

87,000 

14 

7.1 

Diseases  of  the  bladder,  urethra,  urinary  passages,  male 

genital  organs . 

119,100 

20 

13.7 

27.1 

67,700 

11 

7.8 

Diseases  of  the  bladder,  urethra . 

83,400 

14 

14.7 

33.5 

47,600 

8 

8.4 

Prostatic  enlargement,  etc . 

35,700 

6 

11.8 

18.7 

20,100 

3 

6.7 

Blindness  and  diseases  of  the  eve . 

47,800 

8 

5.8 

16.0 

65,500 

11 

8.0 

Diabetes  mellitus . 

91,400 

15 

14.0 

36.0 

87,800 

15 

13.4 

Hernia . . 

85,100 

14 

13.1 

17.2 

52,300 

9 

8.0 

Hemorrhoids . 

24,200 

4 

5.5 

8.9 

26,900 

4 

6.1 

Diseases  of  thyroid  gland . 

61,300 

10 

15.4 

22.3 

35,200 

6 

8.8 

Anemia,  all  forms . 

41,700 

7 

12.8 

50.9 

45,900 

8 

14.0 

Diseases  of  bones,  joints,  locomotion . 

139,900 

23 

50.1 

95.8 

56,200 

9 

20.1 

Varicose  veins,  varicocele . 

17,400 

3 

6.5 

36.3 

30,700 

5 

11.5 

■Other  general  diseases . 

32,300 

5 

15.8 

43.6 

29,500 

5 

14.4 

Congenital  and  early  infancy  causes . 

0 

0 

Eczema . 

9 

0 

Cyst  of  ovaries,  uterus,  tubes . 

4,600 

1 

14.4 

17.7 

2,400 

k 

7.5 

*  See  footnote  a,  Table  25. 

1  See  footnote  6,  Table  25. 

«  See  footnote  c,  Table  25.  _  , 

*  Based  on  number  of  days  of  hospital  care  per  person  hospitalized  as  determined  from  National  Health  Survey  data  for  New  York  City.  From:  Dorothy 
F.  Holland:  Sickness  in  a  Metropolitan  Community —  The  Results  of  the  National  Health  Survey  in  New  York  City,  (unpublished) 

*  Based  on  services  per  diagnosed  illness.  For  source,  see  footnote  d. 

f  Includes  allowance  for  diagnoses  for  which  no  individual  estimates  were  available. 

«  Not  estimated  separately. 

*  Rate  less  than  0.5. 


60 


MEDICAL  CARE  FOR  CHRONIC  ILLNESS 
AMONG  WELFARE  CLIENTS  OF 
NASSAU  COUNTY,  1944 

The  National  Health  Survey  of  1935-1936  affords 
the  most  recent  available  inventory  of  chronic  illness 
prevalence  among  a  representative  sample  of  the  urban 
population.  There  is  no  reason  to  believe  that,  for 
the  same  age-groups,  the  prevalence  of  chronic  illness 
has  changed  significantly  since  the  Survey  was  made. 
However,  more  recent  data  regarding  the  amount  of 
hospital  and  nursing  home  care  furnished  for  chronic 
illness  would  be  desirable,  both  as  a  measure  of 
present  practice  and  as  an  index  of  the  accuracy  of 
estimates  of  hospital  care  based  on  the  National  Health 
Survey  data.  Such  information  is  available  for  per¬ 
sons  provided  medical  care  through  public  assistance. 
The  records  of  the  Nassau  County  Department  of 
Public  Welfare  were  selected  for  this  purpose  because 
of  the  high  standards  of  the  medical  care  furnished 
public  assistance  clients  in  that  county.  The  Medical 
Care  Division  of  the  Department  of  Public  Welfare 
of  Nassau  County  has  for  many  years  been  under  the 
full-time  supervision  of  a  physician  and  adequate 
records  have  been  kept  of  the  amount  and  type  of 
medical  care  provided  or  approved  by  the  Department. 
Through  the  kindness  and  cooperation  of  Mr.  Edwin 


A.  Wallace,  Commissioner,  and  Dr.  C.  M.  Meeks, 
Director,  Medical  Care  Division  of  the  Department 
of  Public  Welfare,  the  records  for  1944  were  made 
available  to  the  Health  Preparedness  Commission  for 
study. 

Nassau  County  is  one  of  the  wealthiest  areas  of  the 
State.  In  1940  its  median  rental  value1  and,  in  1944, 
its  assessed  per  capita  valuation  ranked  second  among 
upstate  counties.2  In  measures  of  effective  buying 
income3  it  is  among  the  highest  10  per  cent  of  the 
upstate  counties.  Thus  there  is  no  question  concern¬ 
ing  the  financial  ability  of  the  county  to  provide  good 
medical  care  for  its  welfare  clients. 

SCOPE  AND  METHODS  OF  THE  STUDY 

Included  in  this  study  were  the  records  of  all  per¬ 
sons  for  whom  it  could  be  assumed  that  the  Depart¬ 
ment  of  Public  Welfare  provided  all  the  medical  care 
received  during  the  year.  These  comprised  all  per¬ 
sons  already  on  the  welfare  rolls  on  January  1,  1944, 
and  not  removed  in  1944,  except  because  of  death  or 
transfer  to  the  County  Home  or  other  public  institu- 

1  U.  8.  Census  of  Population,  1940,  Vol.  II,  Part  IV  (Hous¬ 
ing)- 

2  Annual  Report  of  the  New  York  State  Tax  Commission, 
1944,  Part  1. 

3  “Survey  of  Buying  Power,”  Sales  Management,  May  10, 
1940. 


Diagnoses  Classified  As  Chronic  for  the  Purpose  of  Estimating 
the  Prevalence  of  Chronic  Illness  in  New  York  State 


Cancer,  all  sites 

Nonmalignant  tumors,  and  tumors  nature  unspecified 
Acute  rheumatic  fever 
Chronic  rheumatism,  arthritis  and  gout 
Diabetes  mellitus 

Diseases  of  the  thyroid  gland  including  all  types  of  goiter  and  parathyroid  diseases 
Anemia,  all  forms 
Other  general  diseases 

Cerebral  hemorrhage  (apoplexy),  embolism,  thrombosis 

Other  paralysis 

Chorea 

Neuralgia  and  neuritis 

Nervousness,  neurasthenia,  and  nervous  breakdown 

Diseases  of  the  eye  and  blindness 

Diseases  of  the  ear  and  deafness 

Diseases  of  the  heart  and  coronary  arteries 

Arteriosclerosis  and  high-blood-pressure 

Hemorrhoids 

Varicose  veins  or  ulcer,  varicocele 

Sinusitis 

Asthma 

Hay  fever 

Ulcer  of  the  stomach  or  duodenum 
Hernia 

Diseases  of  the  gallbladder  and  liver 

Nephritis  and  other  diseases  of  the  kidney,  including  kidney  unspecified 

Diseases  of  the  bladder,  urethra  and  urinary  passages 

Nonvenereal  diseases  of  the  male  genital  organs 

Cysts  of  the  ovaries,  uterus  and  tubes 

Eczema 

Diseases  of  the  bones  and  joints,  except  tuberculosis  and  rheumatism 
Lumbago,  myalgia,  myositis,  stiff  neck,  and  other  muscular  pains 
Other  diseases  of  the  organs  of  locomotion 
Congenital  malformations  and  other  diseases  of  early  infancy 
Other  and  ill-defined  causes  (including  senility) 


Classification  based  on  Manual  of  the  International  List  of  Causes  of  Death,  1929  Revision. 
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tion.  Those  entering  after  the  first  of  the  year  or 
removed  from  the  list  of  those  eligible  for  care  because 
of  improved  economic  status  or  because  they  moved 
from  the  county  were  not  included.  Accordingly,  the 
study  should  not  be  considered  a  complete  account  of 
the  medical  care  provided  for  welfare  clients  in  Nas¬ 
sau  County  during  the  year. 

The  diagnosis  of  the  cause  of  illness  was  that  re¬ 
ported  to  the  Medical  Care  Division  by  an  attending 
physician,  by  a  hospital,  or  by  the  physician  in  attend¬ 
ance  at  the  County  Home.  Diagnoses  were  coded  in 
the  same  way  as  that  employed  in  the  National  Health 
Survey,  using  a  copy  of  the  Survey  code  furnished 
by  Dr.  Selwyn  D.  Collins  of  the  U.  S.  Public  Health 
Service.  The  diseases  considered  as  “chronic  illness” 
were  those  included  in  the  definition  of  chronic  disease 
in  the  prevalence  studies  based  on  the  National 
Health  Survey  as  listed  on  the  foregoing  page. 
The  illnesses  reported  in  the  National  Health  Survey 
were  further  defined  as  having  caused  at  least 
seven  consecutive  days  of  disability  or  which  required 
hospitalization  or  caused  death.  The  available  rec¬ 
ords  for  Nassau  County  did  not  furnish  information 
regarding  duration  of  disability,  so  that  it  was  not 
possible  to  apply  this  further  restriction  to  the  cases 
included  in  this  study.  It  is  probable  that  very  few 
would  have  been  excluded  by  this  limitation  and,  in 
any  event,  it  was  considered  preferable  to  record  data 
regarding  the  medical  care  furnished  all  persons  suffer¬ 
ing  from  chronic  illness  during  the  year. 


CHRONIC  ILLNESS  AMONG  RELIEF  RECIPIENTS 
IN  NASSAU  COUNTY 

During  the  year,  6,340  persons  in  Nassau  County 
received  public  aid  other  than  County  Home  care  or 
assistance  solely  for  hospitalization.  Of  those  receiv¬ 
ing  public  aid,  30  per  cent  received  some  form  of  medi¬ 
cal  care.4  5  The  majority  of  these — over  70  per  cent — 
were  suffering  from  chronic  illness.  (Tables  31  and  32.) 
Chronic  illness  thus  accounted  for  most  of  the  medical 
problems  presented  by  persons  requiring  public  assist¬ 
ance  in  Nassau  County,  partly  because  of  the  high  inci¬ 
dence  of  such  illness  among  recipients  of  Old  Age 
Assistance  in  which  category  over  three-fifths  of  the 
cases  of  chronic  illness  in  this  series  occurred.  How¬ 
ever,  even  among  the  other  relief  classes  (Home  Re¬ 
lief,  Aid  to  Dependent  Children,  Aid  to  the  Blind  and 
Veterans  Relief)  over  half  the  persons  requiring 
medical  care  had  some  chronic  illness. 

Since  1944  was  a  year  of  high  employment,  the  pro¬ 
portion  of  the  population  on  relief  in  Nassau  County 
at  the  time  of  the  study  probably  was  at  a  minimum. 
The  proportion  of  all  chronically  ill  persons  estimated 
to  have  received  medical  care  from  the  Department  of 
Public  Welfare  was  likewise  small,  less  than  8  per  cent. 


4  Exclusive  of  43  cases  receiving  care  for  mental  disease  or 
tuberculosis. 

5  It  should  be  emphasized  that  only  persons  who  received  or 
were  eligible  for  medical  care  provided  by  the  Department  of 

Public  Welfare  throughout  the  year  are  included  in  this  study. 


TABLE  31. —  Number  and  Per  Cent  of  Recipients  of  Public  Assistance  Receiving  Medical  Care,a  According  to  Relief 

Classification,  Nassau  County,  1944 


TYPE  OF 

PUBLIC  ASSISTANCE 

Total 
Persons 
Receiving 
Assistance 4 5  6 

Number  Receiving  Medical  Care  for: 

ALL  ILLNESS  0 

CHRONIC 

ILLNESS  d 

OTHER 

ILLNESS 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Total . 

6,340 

1,899 

30.0 

1,379 

21.8 

520 

8.2 

Old  Age  Assistance . 

2,355 

1,038 

44.1 

881 

37.4 

157 

6.7 

Home  Relief  * . 

2,046 

608 

29.7 

418 

20.4 

190 

9.3 

Aid  to  Dependent  Children . 

1,939/ 

253 

13.0 

80 

4.1 

173 

8.9 

°  Persons  whose  history  of  medical  care  was  not  complete  for  the  entire  year  were  excluded  from  sample. 

6  Received  public  assistance  during  year,  exclusive  of  cases  receiving  hospital  care  only  or  who  were  in  County  Home  or  Jones  Institute.  Data  from  Bureau 
of  Research  and  Statistics,  New  York  State  Department  of  Social  Welfare. 
c  Exclusive  of  mental  illness  and  tuberculosis  (43  cases). 
d  For  list  of  diagnoses,  see  Table  1. 

•  Includes  a  small  number  of  Aid  to  Blind  and  Veterans’  Relief  cases. 
t  Includes  556  adults. 
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(Table  33.)  Among  those  over  65  years  of  age,  the 
percentage  was  three  times  as  great — 22.6  per  cent. 
On  the  basis  of  this  study  it  appears  that  even  in  times 
of  economic  prosperity  a  considerable  portion,  almost 
one-fourth,  of  the  care  of  the  aged  chronically  ill  falls 
upon  public  relief  agencies.  Since  persons  eligible  to 
receive  care  for  less  than  a  year  were  excluded  from 
the  tabulations,  the  number  and  percentage  of  cases 
of  chronic  illness  recorded  are  minimal  and  undoubt¬ 
edly  understate  the  extent  of  chronic  illness  as  a  relief 
problem. 

MEDICAL  CARE  PROVIDED  FOR  RELIEF 
RECIPIENTS 

The  available  information  regarding  medical  care 
for  relief  recipients  in  Nassau  County  relates  to  phy¬ 
sicians’  services  (at  home  or  office),  hospital  care  and 
nursing  home  care.  Data  regarding  patients  who 
were  in  the  County  Home  for  any  portion  of  the  year 
have  been  tabulated  separately. 

The  great  majority — 86  per  cent — of  patients  were 
seen  by  a  physician,  either  at  home  or  in  his  office.  The 
fact  that  physicians’  services  in  a  hospital  or  nursing 
home  were  not  recorded  separately  probably  account 
for  the  remaining  14  per  cent  of  patients.  Approxi- 


TABLE  32. —  Chronic  Illness  Among  Recipients  of 
Public  Assistance  Receiving  Medical  Care,a 
Nassau  County ,  194-4 


Receiving  Medical  Care  for: 

TYPE  OF  PUBLIC 
ASSISTANCE 

all 

ILLNESS  6 

CHRONIC  ILLNESS  c 

Number 

Number 

Per  cent  of 
All  Illness 

Total . 

1,899 

1,379 

72.6 

Old  Age  Assistance . 

1,038 

881 

84.9 

Home  Relief  d . 

Aid  to  Dependent 

608 

418 

68.8 

Children . 

253 

80 

31.6 

»  Persons  whose  history  of  medical  care  was  complete  for  entire  year. 
b  Exclusive  of  mental  illness  and  tuberculosis. 

*  For  list  of  diagnoses,  see  Table  1. 

<*  Includes  a  small  number  of  Aid  to  Blind  and  Veterans’  Relief  cases. 

mately  23  per  cent  of  the  patients  were  hospitalized 
and  12  per  cent  received  nursing  home  care.  (Table 
34.)  No  important  difference  is  apparent  between  pa- 


TABLE  33. —  Estimated  Prevalence  of  Chronic  Illness  and  Percentage  of  Cases  Receiving  Public  Care,  Nassau 

County ,  1944 


AGE  GROUP 
(years) 

Persons  With  Chronic  Illness 

Number  in 
County  ° 

RECEIVING  CARE  FROM 

OF  PUBLIC 

COUNTY  DEPARTMENT 

WELFARE 

In  County 
Home 

Public 

Assistance 

Total 

Number 

Per  Cent 

Total . 

21,234 

166 

1,379 

1,545 

7.3 

Under  45  years . 

9,344 

6 

182 

188 

2.0 

45-64  years . 

7,426 

41 

308 

349 

4.7 

65  years  and  over . 

4,464 

119 

889 

1,008 

22.6 

•  Estimated  by  applying  age-specific  rates  from  National  Health  Survey,  adjusted  for  under-enumeration,  to  population,  as  of  1940  census. 


TABLE  34. —  Per  Cent  of  Patients  with  Chronic  Illness  and  Other  Illness  Who  Received  Various  Types  of  Medical 

Care,  Recipients  of  Public  Assistance,  Nassau  County,  1944 


TYPE  OF  ILLNESS 

Total 

Patients 

Type  of  Care 

physicians’  calls 

HOSPITAL  CARE 

NURSING  HOME  CARE 

Number 

Per  Cent 

Number 

of 

Patients 

Per  Cent 

Number 

of 

Patients 

Per  Cent 

Number 

of 

Patients 

Per  Cent 

All  illness  ° . 

1,899 

100.0 

1,628 

85.7 

436 

23.0 

230 

12.1 

Chronic  illness . 

1,379 

100.0 

1,196 

86.7 

312 

22.6 

201 

16.4 

Other  illness . 

520 

100.0 

432 

83.1 

124 

23.8 

29 

5.6 

•  Exclusive  of  mental  disease  and  tuberculosis. 
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tients  with  chronic  illness  and  those  with  other  illness 
with  respect  to  the  proportion  who  received  physicians’ 
services  or  hospital  care,  but  the  former  received  nurs¬ 
ing  home  care  more  than  twice  as  frequently  as  the 
latter.  In  general,  a  patient  with  chronic  illness  re¬ 
quired  more  service  of  each  type  than  did  other  pa¬ 
tients.  (Table  35.)  Each  chronically  ill  patient 
received  almost  three  times  as  many  physician  calls, 
over  50  per  cent  more  hospital-days  care,  and  about 
two  and  a  half  times  as  many  nursing-home-days  care 
as  did  other  patients.6 


s  Although  “other  illness”  in  the  tabulations  referred  to  are 
for  the  most  part  “acute  illness”  this  is  not  invariably  true. 
The  diagnostic  classification  of  chronic  illness  is  not  all-inclu¬ 
sive  so  that  a  number  of  long-term  illnesses  are  included  in  the 
“other  illness”  group. 


Because  of  the  larger  amount  of  service  required  for 
chronically  ill  patients,  the  proportion  of  all  medical 
services  they  received  was  even  greater  than  the  pro¬ 
portion  of  such  patients  in  the  group  studied.  (Table 
36.)  Over  80  per  cent  of  all  hospital-days,  87  per  cent 
of  physicians’  calls,  and  almost  90  per  cent  of  nursing- 
home-days  were  for  the  care  of  patients  with  chronic 
illness. 

COMPARISON  WITH  NATIONAL  HEALTH  SURVEY 

Comparison  of  the  amount  of  medical  care  for  chro¬ 
nic  illness  recorded  in  Nassau  County  with  that  re¬ 
ported  by  the  National  Health  Survey  for  New  York 
City  in  1935-36  is  of  interest  as  an  indication  of  the 
applicability  of  the  Survey  data  in  estimating  present 
day  practice  in  providing  medical  care.  In  Table  37 


TABLE  35. —  Average  Number  of  Specified  Units  of  Service  Provided  for  Recipients  of  Public  Assistance  Receiving 

Medical  Care,a  Nassau  County,  1944 


TYPE  OF  SERVICE  AND  ILLNESS 

Number  of  Persons 
Receiving  the 
Specified  Service 

Units  of  Service  Provided 
(Physicians’  Calls 
Hospital-Days,  Nursing- 
Home-Days) 

Total  Number 

Per  Person  with 
Specified  Type 
of  Illness6 

All  illness  ( 1,899  persons )e 

Physicians’  service  (calls) . 

1,628 

19,108 

10.1 

Hospitalization  (days) . 

436 

11,433 

6.0 

Nursing  home  care  (days) . 

230 

43,635 

23.0 

Chronic  illness  ( 1.S79  persons)  d 

Physicians’  service  (calls) . 

1,196 

16,698 

12.1 

Hospitalization  (days) . 

312 

9,263 

6.7 

Nursing  home  care  (days) . 

201 

37,897 

27.5 

Other  illness  ( 520  persons ) 

Physicians’  service  (calls) . 

432 

2,410 

4.6 

Hospitalization  (days) . 

124 

2,170 

4.2 

Nursing  home  care  (days) . .* . 

29 

5,738 

11.0 

*  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 

1  Total  units  of  specified  service  divided  by  number  of  patients  within  each  group,  i.e.,  all  illness,  chronic  illness,  other  illness. 

*  Exclusive  of  tuberculosis  and  mental  illness. 

*  For  list  of  diagnoses  included,  see  Table  1. 


TABLE  36. —  Medical  Care  for  Chronic  Illness  and  Other  Illness  Among  Recipients  of  Public  Assistance,  Nassau 

County,  1944 


TYPE  OF  SERVICE 

Units  of  Service®  Provided  for 

ALL  ILLNESS  6 

CHRONIC 

ILLNESS 

OTHER  illness 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Physicians’  calls . 

19,108 

100.0 

16,698 

87.4 

2,410 

12.6 

Hospital-days . 

11,433 

100.0 

9,263 

81.0 

2,170 

19.0 

Nursing-home-days . 

42,635 

100.0 

37,897 

88.9 

5,738 

11.1 

•  Physicians’  'calls,  hospital-days,  nursing-home-days. 

*  Exclusive  of  tuberculosis  and  mental  illness. 
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physicians’  services,  and  in  Table  38,  hospital-days  for 
chronic  illness  in  the  two  studies  are  compared.  In 
spite  of  the  difference  in  time  and  in  the  population 
groups  covered,  the  number  of  physicians’  calls  per 
person  and  the  number  of  hospital-days  per  hospital¬ 
ized  illness  in  the  two  series  are  essentially  the  same. 
Although  greater  differences  appear  with  respect  to 
services  and  hospital-days  for  some  of  the  disease  sub¬ 
groups,  they  are  attributable  largely  to  the  small  num¬ 
bers  in  the  Nassau  County  samples,  with  consequently 
high  sampling  variations.  For  chronic  illness  as  a 
whole,  the  National  Health  Survey  data  for  1935-36 
would  have  furnished  an  accurate  prediction  of  the 
number  of  physicians’  calls  per  patient  and  of  hos¬ 
pital-days  per  hospitalized  illness  provided  for  the 
chronically  ill  among  Nassau  County  recipients  of 
public  assistance  in  1944. 

Although  25  per  cent  less  chronic  illness  in  the  lat¬ 
ter  group  was  hospitalized  than  would  be  indicated 
from  the  experience  recorded  by  the  National  Health 
Survey,  this  finding  is  not  unexpected.  (Table  39.) 
It  is  known  that  there  has  been  a  decrease  in  long-term 
hospitalization  for  chronic  disease  throughout  the 
State  in  recent  years,  and  an  increase  in  short-term 
hospitalization  for  acute  illness.  In  addition,  in  Nas¬ 
sau  County  the  ratio  of  general  hospital  beds  per 
1,000  population  (2.0  beds)  is  well  below  the  ratio, 
3.7  beds,  for  the  upstate  area,7  so  that  hospital  care 

7  New  York  State  Commission  to  Formulate  a  Long  Range 
Health  Program,  Planning  for  the  Care  of  the  Chronically  III 
in  New  York  State — Regional  Aspects.  Legislative  Document 
(1945)  No.  78A,  page  85. 

TABLE  37. —  A  Comparison  of  the  Average  Amount  of 
Physicians’  Services  Rendered  Per  Individual, 
by  Diagnosis  ( for  Selected  Chronic 
Diagnoses ),  Determined  from 
Nassau  County  Data  with 
Results  of  National  Health  Survey 


Physicians’  Services 
(Calls) 

CHRONIC  DIAGNOSIS 

National 
Health 
Survey  a 

Nassau 
County  6 

Total  chronic  illness  c . 

11.1 

12.1 

Cardiovascular-renal  diseases . 

13.8 

12.7 

Cancer  and  other  tumors . 

11.8 

9.8 

Rheumatism  and  allied  diseases . 

Diseases  of  the  bladder,  urethra, urin- 

10.9 

13.8 

ary  passages,  male  genital  organs .  . 
Ulcer  of  the  stomach  or  duodenum, 

7.8 

4.5 

diseases  of  the  gallbladder  and  liver 

10.2 

14.2 

Diabetes  mellitus . 

13.4 

17.4 

a  Source:  Dorothy  F.  Holland,  Sickness  in  a  Metropolitan  Community  (The 
Results  of  the  National  Health  Survey  in  New  York  City)  1935-1936,  U.  S. 
Public  Health  Service.  Unpublished. 

b  Data  from  a  study  of  the  records  of  the  Medical  Care  Division,  Nassau 
County  Department  of  Public  Welfare,  for  patients  receiving  welfare  aid  and 
eligible  for  medical  care  for  entire  year  of  1944. 

0  Illnesses  due  to  diagnoses  classified  as  chronic.  See  Table  1  for  list  of 
diagnoses  included. 


for  the  chronically  ill  would  be  correspondingly  more 
difficult  to  obtain.  It  is  probable  that  the  National 
Health  Survey  gives  a  more  accurate  picture  of  the 
need  for  hospital  care  of  chronic  illness  than  does  the 
more  recent  study. 


TABLE  38. —  Comparison  of  the  Rate  of  Hospital-days 
per  Hospitalized  Illness  for  Certain  Chronic  Illnesses, 
as  Determined  from  the  National  Health  Survey, 
1935-1936,  and  from  Data  Supplied  by  the 
Nassau  County  Department  of 
Public  W  elf  are 


Hospital-Days  Per 
Hospitalized  Illness 

DIAGNOSIS 

National  Health 
Survey  ° 

Nassau 
County  6 

Total,  chronic  illness  0 . 

30.4 

29.7 

Cardiovascular-renal  diseases . 

31.1 

27.9 

Cancer  and  other  tumors . 

24.4 

24.8 

Rheumatism  and  allied  diseases . 

Diseases  of  the  bladder,  urethra,  urin¬ 
ary  passages,  male  genital  organs. 
Ulcer  of  stomach  or  duodenum,  dis- 

36.3 

39.6 

23.4 

23.1 

eases  of  gallbladder  and  liver . 

21.2 

33.6 

Diabetes  mellitus . 

31.1 

43.7 

°  Source:  Dorothy  F.  Holland,  Sickness  in  a  Metropolitan  Community  (The 
Results  of  the  National  Health  Survey  in  New  York  City),  1935-1936,  U.  S. 
Public  Health  Service.  Unpublished.  Ratios  adjusted  for  under-enumeration 
of  24  per  cent  in  admissions  and  of  7  per  cent  in  hospital-days. 

b  Data  from  a  study  of  the  records  of  the  Medical  Care  Division,  Nassau 
County  Department  of  Public  Welfare,  for  patients,  receiving  welfare  aid  and 
eligible  for  medical  care  for  entire  year  of  1944. 

c  Illnesses  due  to  diagnoses  classified  as  chronic.  See  Table  1  for  list  of 
diagnoses  included. 


TABLE  39. —  Per  Cent  of  Chronically  III  Patients 
Hospitalized  Per  Year  and  Total  Number  of 
Hospital-days  for  Chronic  Illness  °  in 
Upstate  New  York,  194.0 

Estimated,  from  ( 1 )  Nassau  County  Study  and 
(2)  National  Health  Survey 


Basis  op  Estimate 

HOSPITALIZATION 

Nassau 

National 

County 

Health 

Study 

Survey 

(1944) 

(1935-1936) 

Per  cent  of  chronic  illness  hospitalized .  . 
Number  of  hospital-days  for  chronic  ill- 

22.6 

30.0 

ness  b . 

2,358,000 

3,750,000 

°  Illness  due  to  chronic  diseases.  For  list  of  diagnoses  included,  see  Table  1. 
b  Estimated  by  applying  hospital-days  per  person  for  each  age-group  to 
estimated  distribution  of  persons  with  chronic  illness  in  upstate  New  York. 
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NURSING  HOME  CARE  FOR  CHRONIC  ILLNESS 
IN  NASSAU  COUNTY 

With  the  generally  decreased  availability  of  hos¬ 
pital  beds  for  the  care  of  the  chronically  ill  has  come 
a  greatly  increased  demand  for  and  use  of  other  insti¬ 
tutional  facilities  for  these  patients,  especially  public 
homes  and  private  nursing  homes.  In  Nassau  County, 
recipients  of  public  assistance  were  provided  over  four 
times  as  many  days  care  in  nursing  homes  as  in  hos¬ 
pitals.  For  chronic  illness  a  total  of  37,897  nursing- 
home-days  care  was  furnished,  compared  with  9,263 
hospital  days.  The  average  number  of  days  of  nurs¬ 
ing  home  care  per  patient  sent  to  nursing  homes  was 
even  higher  for  “other  illness”  than  for  “chronic 
illness,”  so  that  all  patients  sent  to  nursing  homes 
may  be  assumed  to  be  problems  in  long-term  care. 
(Table  41.) 

In  1944  there  were  in  Nassau  County  589  beds  in 
20  private  nursing  homes  known  to  the  New  York 
State  Department  of  Social  Welfare.8  At  maximum 
occupancy  these  could  provide  214,985  bed-days  care. 
Recipients  of  public  assistance  occupied  43,635  bed- 
days,  or  approximately  20  per  cent  of  the  maximum 
total  possible.  Confining  attention  to  patients  with 

8  Communication  from  the  Bureau  of  Research  and  Statistics, 
New  York  State  Department  of  Social  Welfare. 


‘  ‘  chronic  illness,  ’  ’  as  defined  in  this  study,  37,897  bed- 
days  care  was  provided,  or  a  little  less  than  18  per 
cent  of  the  maximum  total.  (Tables  40  and  41.) 

These  data  are  of  interest  as  a  possible  index  of  the 
number  of  beds  needed  for  nursing  home  care  of  the 

TABLE  40. —  Estimated  Nursing-home-days  Care  and 
Beds  Needed,  New  York  State,  exclusive  of  New 
York  City,  on  Basis  of  Care  Provided  hy 
Nassau  County  Department  of  Public 
Welfare,  1944 


AGE  GROUP 

Number  of 
Persons  with 
Chronic 
Illness  ° 

Nursing- 
home-days 
per  Person 
per  Year  6 

Nursing 

home-days 

Total . 

7,313,600 

Under  25  years . . 

53,000 

25-44  years . 

75,000 

12.2 

915,000 

45-64  years . 

118,000 

27.4 

3,233,200 

65  years  and  over . 

98,000 

32.3 

3,165,400 

•  Based  on  1940  population.  For  age-specific  prevalence  rates  for  chronic 
illness,  see  "  Chronic  illness  in  New  York  State,”  Table  10,  column  2,  page  14. 
b  See  Table  4 1 . 


TABLE  41. —  Average  Amount  of  Medical  and  Hospital  Service  Rendered  Persons  on  Relief  °  in  Nassau  County, 

1944,  by  Age 


Units  of  Service  per  Individual 
Receiving  Any  Type  of  Service 

Units  of  Service  per  Individual 
Receiving  Specified  Type 
of  Service 

Physicians’ 

Services 

Hospital- 

Nursing- 

home 

Physicians’ 

Services 

Hospital- 

Nursing- 

home- 

(calls) 

days 

days 

(calls) 

days 

days 

AGE  GROUP 


All  Illness  6 


All  ages . 

10.1 

6.0 

23.0 

11.7 

26.2 

Under  25  years . 

4.2 

3.4 

C 

4.8 

14.5 

25-44  years . 

8.4 

10.1 

13.4 

10.9 

30.6 

45-64  years . 

13.5 

7.6 

28.2 

16.0 

38.0 

65  years  and  over . 

11.1  * 

6.0 

30.5 

12.9 

26.2 

190 


122 

182 

199 


Chronic  Illness  d 


All  ages . 

12.1 

6.7 

27.5 

14.0 

29.7 

Under  25  years . 

5.2 

7.0 

e 

5.8 

23.7 

25-44  years . 

10.9 

10.7 

12.2 

13.4 

38.1 

45-64  years . 

14.5 

7.9 

27.4 

17.0 

38.6 

65  years  and  over . 

12.3 

6.0 

32.3 

14.1 

27.1 

189 


98 

176 

199 


Other  Illness 


All  ages . 

4.6 

4.2 

11.0 

5.6 

17.5 

198 

Under  25  years . 

3.8 

1.7 

4.4 

'  8.5 

25-44  years . 

4.9 

9.3 

15.1 

6.9 

23.2 

170 

45-64  years . 

8.8 

6.3 

32.6 

10.5 

34.5 

217 

65  years  and  over . 

4.4 

6.1 

20  4 

5.5 

22.0 

194 

•  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 
b  Exclusive  of  mental  illness  and  tuberculosis. 

'  Data  not  sufficient  to  calculate  rate. 
d  For  list  of  diagnoses  included,  see  Table  1. 
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chronically  ill  throughout  the  State  on  the  assumption 
that  the  amount  of  such  care  provided  for  welfare 
clients  in  Nassau  County  approximates  the  actual 
need.  For  example,  applying  the  number  of  nursing- 
home-days  care  per  person  in  each  age-group  provided 
in  the  Nassau  County  experience  to  the  number  of 
estimated  chronically  ill  persons  in  each  age-group  in 
upstate  New  York,  there  would  be  required  in  the 
upstate  area  a  total  of  7,313,000  nursing-home-days 
per  year  or,  at  100  per  cent  capacity,  20,000  nursing 
home  beds.  This  is  in  contrast. to  a  total  of  6,139  beds 
in  all  nursing  homes  certified  by  local  departments  of 
welfare  in  1946,  plus  an  estimated  6,000  beds9  in  nurs¬ 
ing  homes  not  certified. 

Estimates  of  the  nursing  home  care  needed,  based 
on  that  provided  to  welfare  clients  in  Nassau  County, 
may  be  too  high  (a)  because  of  the  shortage  of  general 
hospital  beds  in  Nassau  County  and  (b)  because 
chronically  ill  persons  who  also  need  nursing  home 
care  may  be  more  frequent  among  the  indigent  than 
among  other  persons  with  chronic  illness.  The  latter 
source  of  error  is  lessened  to  some  extent  by  the  restric¬ 
tion  of  the  study  to  persons  already  on  the  relief  rolls 
on  the  first  of  the  year,  thus  eliminating  those  who 
entered  during  the  year  because  they  needed  nursing 
home  care.  The  lack  of  hospital  beds  for  the  chroni¬ 
cally  ill  is  general  throughout  the  State,  but  may  be 
relatively  greater  in  Nassau  County  than  elsewhere 
because  of  the  lower  ratio  of  general  hospital  beds 
to  population  in  Nassau  County.  This  possibility  may 
be  more  than  counterbalanced  in  estimating  nursing- 
home-days  by  subtracting  the  number  of  hospital-days 
care  needed  to  bring  the  Nassau  County  hospital-days 
for  chronic  illness  up  to  that  recorded  in  the  National 
Health  Survey.  For  example,  according  to  the  Sur¬ 
vey,  3,750,000  hospital-days  would  be  needed  for  chro¬ 
nic  illness  in  upstate  New  York  instead  of  2,358,000 
days,  according  to  the  experience  of  the  Nassau  County 
Department  of  Public  Welfare.  The  difference  of 
approximately  1,400,000  bed-days,  if  subtracted  from 
the  7,300,000  nursing-home-days  previously  estimated, 
gives  5,900,000  nursing-home-days  or,  16,000  nursing 
home  beds  at  maximum  occupancy,  needed  in  the  up¬ 
state  area,  or  2.5  beds  per  1,000  population  (1947). 
If  this  estimate  is  approximately  correct,  there  may  be 
a  shortage  of  about  4,000  nursing  home  beds  at  present 
in  the  State  outside  of  New  York  City,  assuming  12,- 
000  beds  to  be  the  total  now  available. 

ILLNESS  AMONG  COUNTY  HOME  INMATES 

In  addition  to  the  recipients  of  public  assistance  who 
received  medical  care,  as  described  above,  there  were 
235  persons  in  the  County  Home10  at  some  time  during 

9  The  Division  of  Vital  Statistics,  New  York  State  Depart¬ 
ment  of  Health,  had  records  of  419  nursing  homes  other  than 
those  certified  by  local  departments  of  public  welfare.  It  has 
been  assumed  that  these  had  the  same  average  bed  capacity  as 
the  latter.  The  number  of  nursing  homes  in  addition  to  these 
two  groups  is  not  known. 

10  Includes  Jones  Institute.  The  County  Home  and  Infirm¬ 
ary  has  a  bed  capacity  of  138;  Jones  Institute  has  a  maximum 

capacity  of  100;  the  latter  is  used  only  partly  for  relief  clients. 


the  year.  These  represent  all  those  admitted  to  the 
County  Home  (and  Jones  Institute)  during  the  year 
through  the  Department  of  Public  Welfare.  Seventy 
per  cent  of  these  had  some  chronic  illness.  (Table  42.) 


TABLE  42. —  Chronic  Illness  Among  Inmates  in  the 
Nassau  County  Home  °,  by  Sex  and  Age ,  1944 


AGE  AND  SEX 

Inmates 

Total 

Number 

WITH  CHRONIC  ILLNESS  4 

Number 

Per  Cent 

Total . 

235 

166 

70.6 

Male . 

146 

96 

65.8 

Female . 

89 

70 

78.6 

Under  45  years . 

11 

6 

54.5 

45-64  years . 

65 

41 

63.1 

65-74  years . 

59 

39 

66.1 

75  years  and  over . 

100 

80 

80.0 

•  Includes  Jones  Institute. 
h  For  list  of  diagnoses,  see  Table  1. 


This  percentage  is  in  close  agreement  with  that  re¬ 
ported  in  studies  of  public  home  inmates  in  other 
states.11  The  proportion  of  inmates  who  were  chroni¬ 
cally  ill  was  highest  in  the  oldest  age  groups,  but  was 
over  50  per  cent  even  in  those  younger  than  45  years. 

Approximately  two-thirds  of  the  County  Home  in¬ 
mates  were  males  and  over  two-thirds  were  over  65 
years  of  age.  The  average  length  of  stay  for  the  entire 
group  was  258  days  and,  for  the  chronically  ill,  246 
days.  All  told,  those  who  had  some  chronic  illness 
were  in  the  County  Home  for  a  total  of  40,836  days 
during  the  year,  or  about  3,000  days  more  than  the 
number  of  nursing-home-days  provided  for  the  chroni¬ 
cally  ill  by  the  Department  of  Public  Welfare  in  the 
same  period. 

SUMMARY 

This  study  of  medical  care  provided  to  recipients  of 
public  aid  in  Nassau  County  in  1944  indicates  that 
chronic  illness  is  the  predominant  medical  problem 
among  these  economically  dependent  persons.  Almost 
one-fourth  of  this  dependent  population  had  some 
chronic  disease  and  over  70  per  cent  of  all  medical 
care  provided  was  for  chronic  illness.  The  quantity 
of  care  furnished  for  chronic  illness  in  this  group, 
measured  in  physicians’  services  and  hospital-days  per 
hospitalized  illness,  was  essentially  similar  to  that 
reported  in  the  National  Health  Survey,  confirming 

ii  State  of  Illinois,  Committee  to  Investigate  Chronic  Dis¬ 
eases  among  Indigents,  Interim  Report  to  the  Sixty-Fourth 
General  Assembly ,  June  7,  1945,  page  9.  Maryland  Legislative 
Council,  Research  Division,  Report  on  Almshouses  in  Maryland, 
April  1940. 
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the  reliability  of  the  latter  as  an  index  of  prevailing 
practice.  The  amount  of  nursing  home  care  provided 
for  chronic  illness  in  Nassau  County  indicates  that  an 
estimated  minimum  of  16,000  nursing  home  beds  are 
needed  in  upstate  New  York  for  this  purpose.  The 


amount  of  care  provided  in  the  County  Home  for 
chronically  ill  persons  was  somewhat  greater,  suggest¬ 
ing  that  at  least  an  equal  number  of  beds  are  needed 
for  the  medical  domiciliary  type  of  care  for  the  chroni¬ 
cally  ill. 


SUPPLEMENTARY  TABLE 

TABLE  43. —  Number  and  Per  Cent  Distribution  of  Recipients  of  Public  Assistance  Receiving  Medical  Care ,  by 

Primary  Diagnosis,  Nassau  County ,  1944  ° 


Total b 


DIAGNOSIS 


Number 


Per  Cent 


1,899 


100.0 


Chronic  illness c. . . . 

Cardiovascular-renal  diseases . 

Rheumatism  and  allied  diseases . 

Blindness  and  diseases  of  the  eye . 

Cancer  and  other  tumors . 

Diabetes  mellitus . 

Diseases  of  the  bladder,  urinary  passages,  and  male  genital  organs . 

Sinusitis,  asthma,  hay  fever . 

Ulcers  of  the  stomach  and  duodenum  and  diseases  of  the  liver  and  gallbladder 

Deafness  and  diseases  of  the  ear . 

Other  chronic  illness c . 

Illness  not  defined  as  chronic . 

Diseases  of  the  respiratory  system . 

Accidents  and  impairments . 

Diseases  of  the  digestive  system  d . 

Communicable  diseases . 

Other  non-chronic  illnesses  * . 


1,379 

72.6 

722 

38.0 

146 

7.7 

69 

3.6 

66 

3.5 

52 

2.7 

49 

2.6 

46 

2.4 

41 

2.2 

38 

2.0 

150 

7.9 

520 

27.4 

225 

11.8 

117 

6.2 

49 

2.6 

46 

2.4 

83 

4.4 

*  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 

*  Exclusive  of  mental  illness  and  tuberculosis. 

*  For  list  of  diagnoses  included,  see  Table  1. 

*  Except  ulcers  of  stomach  and  duodenum,  diseases  of  the  liver  and  gallbladder,  and  hernia. 

*  Includes  diseases  of  lymphatic  system,  diseases  of  the  skin,  and  diseases  of  the  puerperal  state  and  female  genital  organs. 


TABLE  44. —  Average  Amount  of  Medical ,  Hospital,  and  Nursing  Home  Care  Per  Individual  by  Diagnosis  ( for 
Selected  Chronic  Diagnoses )  Provided  for  Recipients  of  Public  Assistance Nassau  County,  1944 


Average  Service  per  Individual 

With  Specified  Diagnosis 

PRIMARY  CHRONIC  DIAGNOSIS 

Number 

of 

Individuals 

TOTAL  SERVICE 

Physicians’ 

Services 

(Calls) 

Hospital-days 

Nursing-home- 

days 

Chronic  illness,  total b . 

1,379 

12.1 

6.7 

27.5 

Cardiovascular-renal  diseases . 

722 

12.7 

5.4 

32.6 

Rheumatism  and  allied  diseases . 

146 

13.8 

4.3 

21.6 

Blindness  and  diseases  of  the  eye . 

69 

5.8 

1.1 

17.8 

Cancer  and  other  tumors . 

66 

9.8 

13.9 

36.6 

Diabetes  mellitus . 

52 

17.4 

16.0 

39.5 

Diseases  of  the  bladder,  urinary  passages  and  male  genital  organs 

49 

4.5 

14.6 

10.3 

Sinusitis,  asthma,  hay  fever . 

Ulcers  of  the  stomach  and  duodenum,  diseases  of  the  liver  and  gall- 

46 

14.7 

3.5 

8.0 

bladder . 

•  41 

14.2 

11.5 

0.6 

•  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 
‘For  list  of  diagnoses  included,  see  Table  1. 
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TABLE  45. —  Type  and  Amount  of  Medical  and  Hospital  Service  Provided  to  Recipients  of  Public  Assistance 
Receiving  Medical  C are, °  for  Selected  Chronic  Diagnoses ,  Nassau  County,  19 44 


Total  Service  6 

PRIMARY  CHRONIC 

DIAGNOSIS 

Number 
of  Indi¬ 
viduals 

physicians’ 

SERVICES 

(calls) 

HOSPITAL-DAYS 

NURSING  HOME  DAYS 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Chronic  illness,  total* . 

1,379 

16,698 

100.0 

9,263 

100.0 

37,897 

100.0 

Cardiovascular-renal  diseases . 

722 

9,147 

54.8 

3,903 

42.1 

23,521 

62.1 

Rheumatism  and  allied  diseases . 

146 

2,014 

12.1 

634 

6.8 

3,151 

8.3 

Blindness  and  diseases  of  the  eye . ' . 

69 

400 

2.4 

76 

0.8 

1,227 

3.2 

Cancer  and  other  tumors . 

66 

646 

3.9 

916 

9.9 

2,414 

6.4 

Diabetes  mellitus . 

Diseases  of  the  bladder,  urinary  passages  and  male 

52 

906 

5.4 

830 

9.0 

2,052 

5.4 

genital  organs . 

49 

219 

1.3 

717 

7.7 

505 

1.3 

Sinusitis,  asthma,  hay  fever . 

Ulcers  of  the  stomach  and  duodenum,  diseases  of  the 

46 

676 

4.0 

160 

1.7 

366 

1.0 

liver  and  gallbladder . 

41 

581 

3.5 

470 

5.1 

24 

0.1 

•  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 
h  Includes  service  for  concurrent  “  non-chronic  ”  diagnoses. 

*  For  list  of  diagnoses  included,  see  Table  1. 
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TABLE  46. —  Number  and  Per  Cent  Distribution  of  Persons  Hospitalized  and  Hospital-days  by  Length  of  Stay , 

Recipients  of  Public  Assistance  °  in  Nassau  County,  1944 


LENGTH  OF  STAY 

Persons  Hospitalized 

Hospital-Days 

Number 

Per  Cent 

Cumulative 
Per  Cent  6 

Number 

Per  Cent 

Cumulative 
Per  Cent  6 

.  All  Illness  e 

Total . 

436 

100.0 

11,433 

100.0 

1-  5  days . 

102 

23.4 

100.0 

255 

2.2 

100.0 

6-10  days . 

76 

17.4 

76.6 

626 

5.5 

97.8 

11-15  days . 

59 

13.5 

59.2 

762 

6.7 

92.3 

16-20  days . 

35 

8.0 

45.7 

644 

5.6 

85.6 

21-25  days . 

29 

6.7 

37.7 

673 

5.9 

80.0  ' 

26-50  days . 

69 

15.8 

31.0 

2,412 

21.1 

74.1 

51-75  days . 

36 

8.3 

15.2 

2,339 

20.5 

53.0 

76-100  days . 

11 

2.5 

6.9 

972 

8.5 

32.5 

101-366  days . 

19 

4.4 

4.4 

2,750 

24.0 

24.0 

Chronic  Illness  d 


Total  . 

312 

100.0 

9,263 

162 

100.0 

1-  5  days . 

60 

19.2 

100.0 

1.7 

100.0 

6-10  days . 

45 

14.4 

80.8 

373 

4.0 

98.3 

11-15  days . 

41 

13.2 

66.4 

537 

5.8 

94.3 

16-20  days . 

29 

9.3 

53.2 

526 

5.7 

88.5 

21-25  days . 

26 

8.3 

43.9 

602 

6.5 

82.8 

26-50  days . 

55 

17.7 

35.6 

1,947 

21.0 

76.3 

51-75  days . 

29 

9.3 

17.9 

1,748 

18.9 

55.3 

76-100  days . 

11 

3.5 

8.6 

972 

10.5 

36.4 

101-366  days . 

16 

5.1 

5.1 

2,396 

25.9 

25.9 

Total . 

1-  5  days. . . 
6-10  days . . . 
11-15  days. . . 
16-20  days. . . 
21-25  days . . . 
26-50  days. .  . 
61-75  days. . . 
76-100  days. 
101-366  days 


Other  Illness 


124 

100.0 

2,170 

100.0 

42 

33.9 

100.0 

93 

4.3 

100.0 

31 

25.0 

66.1 

253 

11.7 

95.7 

18 

14.5 

41.1 

225 

10.4 

84.0 

6 

4.8 

26.6 

118 

5.4 

73.6 

3 

2.4 

21.8 

71 

3.3 

68.2 

14 

11.3 

19.4 

465 

21.4 

64.9 

7 

5.7 

8.1 

591 

27.2 

43.5 

2.4 

16.3 

3 

2.4 

2.4 

354 

16.3 

16.3 

a  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 

*  Per  cent  exceeding  the  lower  limit  of  class  specified. 

‘  Exclusive  of  mental  illness  and  tuberculosis. 

*  For  list  of  diagnoses  included,  see  Table  1. 
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TABLE  47. —  Number  and,  Per  Cent  Distribution  of  Persons  Placed  in  Nursing  Homes  and  Nursing-home-days 
by  Length  of  Stay,  Recipients  of  Public  Assistance  a,  Nassau  County,  1944 


Persons  Placed  in  Nursing  Home 

Nursing-Home-Days 

LENGTH  OF  STAY 

Number 

Per  Cent 

Cumulative 

Number 

Per  Cent 

Cumulative 

Per  Cent *  6 

Per  Cent 6 

All  Illness* 


230 

100.0 

43,635 

100.0 

1-  50  days . 

53 

23.0 

100.0 

920 

2.1 

100.0 

51-100 . 

35 

15.2 

77.0 

2,565 

5.9 

97.9 

101-200  days . 

39 

17.0 

61.8 

6,058 

13.9 

92.0 

201-300  days . 

26 

11.3 

44.8 

6,630 

15.2 

78.1 

301-365  days . 

24 

10.5 

33.5 

8,064 

18.5 

62.9 

366  days . 

53 

23.0 

23.0 

19,398 

44.4 

44.4 

Chronic  Illness  d 


201 

100.0 

37,897 

812 

100.0 

1-  50  days . 

46 

22.9 

100.0 

2.2 

100.0 

51-100  days . 

33 

16.4 

77.1 

2,392 

6.3 

97.8 

101-200  days . 

32 

15.9 

60.7 

5,015 

13.2 

91.5 

201-300  days . 

23 

11.5 

44.8 

5,811 

15.3 

78.3 

301-365  days . 

22 

10.9 

33.3 

7,397 

19.5 

63.0 

366  days . 

45 

22.4 

22.4 

16,470 

43.5 

43.5 

Other  Illness 


Total . 

29 

100.0 

5,738 

100.0 

1-  50  days . 

7 

24.1 

100.0 

108 

1.9 

100.0 

51-100  days . 

2 

6.9 

75.9 

173 

3.0 

98.1 

101-200  days . 

7 

24.1 

69.0 

1,043 

18.2 

95.1 

201-300  days . 

3 

10.4 

44.9 

819 

14.3 

76.9 

301-365  days . 

2 

6.9 

34.5 

667 

11.6 

62.6 

366  days . 

8 

27.6 

27.6 

2,928 

51.0 

51.0 

“  Persons  whose  history  of  medical  care  was  complete  for  the  entire  year. 
&  Per  cent  exceeding  lower  limit  of  class  specified. 

•  Exclusive  of  mental  illness  and  tuberculosis. 
d  For  list  of  diagnoses  included,  see  Table  1. 


TABLE  48. —  Number  and  Per  Cent  Distribution  of  Illnesses  Among  Inmates  of  the  Nassau  County  Home by 

Diagnosis,  1944 


DIAGNOSIS 


Number 


Per  Cent 


Total 


Chronic  illness  6 . 

Cardiovascular-renal  diseases 
Rheumatism  and  allied  diseases . . 

Cancer  and  other  tumors . 

Blindness  and  diseases  of  the  eye 
Other  chronic  diseases c . 


Other  illness . 

Mental  deficiency  and  other  diseases  of  the  nervous  system 

Pneumonia,  influenza,  etc . 

Accidents . 

Tuberculosis . . . 

Other  diagnoses  d . 


200 

100.0 

166 

83.0 

109 

54.5 

15 

7.5 

5 

2.5 

5 

2.5 

32 

16.0 

34 

17.0 

11 

5.5 

9 

4.5 

7 

3.5 

1 

0.5 

6 

3.0 

°  Includes  Jones  Institute.  Does  not  include  35  inmates  with  no  illness  reported. 

6  For  list  of  diagnoses,  see  Table  1. 

£  Includes  diabetes,  diseases  of  the  ear,  hernia,  diseases  of  the  bladder,  congenital  malformations. 
*  Includes  acute  communicable  diseases,  indigestion,  diarrhea. 
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REGIONAL  ASPECTS  OF  PLANNING 

Recommendation  2  of  the  proposed  chronic  illness  program 
indicates  that  for  the  purposes  of  planning  for  the  care  of  the 
chronically  ill,  New  York  State,  exclusive  of  New  York  City,  be 
divided  into  5  regions.  Before  this  Recommendation  was  made, 
the  regional  aspects  of  the  distribution  of  all  medical  care  were 
carefully  explored  by  the  Commission  and  the  results  published 
in  a  previous  report,  Legislative  Document  (1945),  No.  78A, 
Planning  far  the  Care  of  the  Chronically  III  in  New  York  State 
— Regional  Aspects,  of  which  this  is  a  summary. 

“Care  for  chronically  ill  patients  might  best 
be  developed  on  a  regional  basis  in  upstate  New 
York.  The  number  of  counties  comprising  each 
region  would  depend  upon  the  distribution  of 
population,  the  availability  of  transportation, 
medical  facilities  and  personnel  of  each  area.  The 
center  of  care  for  each  region  would  be  a  hospital 
for  chronic  diseases  closely  related  to  a  general 
hospital  equipped  with  adequate  diagnostic  and 
therapeutic  resources  both  as  regards  personnel 
and  facilities,  a  teaching  institution  of  high  qual¬ 
ity,  the  envisioned  local  custodial  institutions, 
the  home  bedside  nursing  program,  the  practicing 
physicians  and  the  out-patient  services  within 
the  region.  If  properly  developed,  this  coordina¬ 
tion  would  insure  early  diagnosis,  a  high  quality 
of  continuous  medical  care  and  utilize  the  maxi¬ 
mum  contribution  that  each  institution  and  pro¬ 
fessional  group  could  make  to  the  welfare  of  the 
patient.  This  service  cannot  usually  be  provided 
in  less  populous  localities  because  of  the  prohibi¬ 
tive  per  diem  cost  of  a  small  operating  unit  and 
the  limited  number  of  highly  qualified  profes¬ 
sional  personnel.  These  factors  would  compen¬ 
sate  for  any  disadvantage  accruing  to  patients 
living  at  a  distance  from  the  hospital.”  1 

The  above  quotation  .summarizes  very  succinctly  the 
why  and  how  of  the  regional  aspects  of  the  distribu¬ 
tion  of  medical  care,  particularly  as  they  apply  to  the 
chronically  ill,  who  make  up  a  large  portion  of  the 
total  number  of  ill  persons. 

Even  before  this  statement  was  made,  the  Commis¬ 
sion  had  been  impressed  by  a  natural  tendency  toward 
the  distribution  of  medical  care  on  a  regional  basis. 

Accordingly,  the  regional  pattern,  especially  as  it 
concerns  the  approved  general  hospital  and  the  estab¬ 
lishment  of  comprehensive  health  and  medical  care 
administrative  services,  was  the  subject  of  one  of  the 
Preliminary  Recommendations  in  the  first  Commis¬ 
sion  Report  :2 

“9.  A  reorientation  of  the  role  of  the  approved 
general  hospital,  public  or  private,  in  the  preven¬ 
tive  and  curative  services  of  the  community,  so 
that : 


1  Statement  of  Conference  to  Discuss  the  Need  for  and 
Means  of  Formulating  a  State  Program  for  the  Care  of  the 
Chronically  Ill — held  at  the  Commission  office  in  New  York 
City,  September  21,  1944.  See  supra,  p.  36. 

2  Legislative  Document  (1939),  No.  97,  Preliminary  Report 
of  New  York  State  Commission  to  Formulate  a  Long  Range 

Health  Program,  p.  5. 


a.  Unnecessary  duplication  of  accommodations 
or  wasteful  competition  on  a  local  or  regional 
basis  may  be  eliminated ; 

b.  The  general  practitioner  and  his  patient  may 
make  more  effective  use  of  the  consultant,  special¬ 
ist  and  laboratory  services  and  modern  thera¬ 
peutic  and  diagnostic  equipment  which  should  be 
available  in  an  approved  general  hospital  and  out¬ 
patient  department. 

c.  The  general  practitioner  may  have  an  in¬ 
creased  opportunity  to  treat  cases  that  fall  within 
his  sphere  of  competence,  in  the  patient’s  home, 
in  the  physician’s  office,  or  in  the  hospital.  Also, 
that  the  general  practitioner  may  have  a  better 
opportunity  to  enjoy  the  professional  benefits  in¬ 
cident  to  working  on  a  hospital  staff  with  his 
colleagues. 

d.  Social  service  in  the  hospital  may  be  inte¬ 
grated  with  community  social  services  to  provide 
more  effective  methods  of  communication  between 
the  hospital  and  the  general  practitioner  in  the 
interests  of  continuity  of  treatment  to  promote 
the  patient ’s  restoration  to  health  or  the  best  pos¬ 
sible  social  adjustment  in  the  light  of  his  condi¬ 
tion.” 

In  the  report  dealing  with  the  County  Studies3, 
which  were  made  of  four  selected  counties  of  the  State, 
Washington,  Ontario,  Seneca  and  Niagara,  one  of  the 
conclusions  reached  was  as  follows : 

“The  Regional  Medical  care  in  New  York 
Aspect  State,  both  as  respects  ser¬ 
vices  and  facilities,  seems  to 
be  more  often  on  a  regional  than  on  a  county  or 
local  base,  particularly  with  the  advent  of  modern 
transportation. 

In  Washington  County,  it  was  noted  that  actu¬ 
ally  the  medical  and  hospital  service  is  regional, 
the  residents  making  substantial  use  of  specialists, 
therapists  and  hospitals  in  Glens  Palls,  Ticonde- 
roga,  Troy,  Albany  and  Rutland,  Vermont.  Some 
of  the  residents  of  neighboring  counties  and  Ver¬ 
mont  use  Washington  County  facilities.  Although 
there  are  a  number  of  qualified  specialists  and 
consultants  in  Ontario  County,  some  special 
therapy  and  surgical  services  are  availed  of  in 
nearby  Rochester.  Conversely,  local  hospital  fa¬ 
cilities  are  used  by  residents  of  other  counties  and 
Pennsylvania.  Seneca  County  is  not  self-suffi¬ 
cient,  even  in  peacetime,  in  general  hospital  beds. 

s  The  four  County  Studies  are  reprinted  in  Legislative  Docu¬ 
ment  (1944),  No.  56A,  1943-19^4  Report  of  the  New  York 
State  Commission  to  Formulate  a  Long  Range  Health  Program, 
also  known  as  New  York  State  Health  Preparedness  Commis¬ 
sion,  p.  27.  The  object  of  each  of  the  County  Studies  was  ( 1 ) 
to  indicate  the  health  and  medical  care  facilities  and  services 
available  in  the  various  counties  considered,  evaluate  their 
effectiveness  and,  on  the  basis  of  fact,  make  suggestions  for  the 
improvement  of  these  services  and  (2)  to  provide  the  Com¬ 
mission  with  information,  enabling  it  to  interpret  the  local 
viewpoint  and  problems  and  estimate  the  effect  that  any  gov¬ 
ernmental  proposal  may  have  upon  these  areas. 


72 


approved  laboratory  service,  consultant  service, 
special  therapy  and  special  surgery.  Although 
providing  some  of  these  services,  it  is  partially  de¬ 
pendent  on  neighboring  Auburn,  Geneva,  Ithaca, 
Rochester  and  Syracuse.  Under  prewar  condi¬ 
tions,  although  Niagara  County  was  relatively 
self-sufficient  in  health  and  medical  care  facilities, 
it  depended  on  Buffalo  and  Rochester  for  highly 
specialized  diagnostic,  surgical  and  therapy  ser¬ 
vices.  * H 

These  studies  confirmed  the  theory  that  because 
of  a  demand  for  quality  medical  service,  there  is  a 
natural  tendency  to  use  health  and  medical  care  faci¬ 
lities  on  a  regional  basis.  Patients  went  to  places 
where  they  thought  they  could  receive  the  best  treat¬ 
ment  for  what  ailed  them.  This  included  not  only 
medical  personnel  but  hospital  and  nursing  facilities. 
The  Commission  has  always  considered  the  quality  of 
medical  care  of  paramount  importance  and  ways  and 
means  of  improving  it  have  been  the  subject  of  con¬ 
tinued  investigation.  The  natural  tendency  to  use 
health  and  medical  care  facilities  on  a  regional  basis 
because  of  a  demand  for  quality  medical  service  is  of 
such  vital  importance  that  it  must  be  carefully  con¬ 
sidered  in  any  long-range  health  planning.  The  teach¬ 
ing  resources,  personnel,  technical  services  and  faci¬ 
lities  in  each  area,  grouped  around  a  center  of  medical 
quality,  if  properly  developed  and  coordinated,  can 
be  of  invaluable  assistance  in  making  medical  care  of 
good  quality  available  to  all  who  wish  to  use  it. 

Since  the  chronically  ill  constitute  a  large  segment 
of  the  total  of  persons  needing  medical  care,  the  medi¬ 
cal,  hospital,  nursing  and  public  health  services  which 
the  chronically  ill  receive,  must  be  furnished  by  the 
same  physicians,  nurses,  institutions  and  agencies  ren¬ 
dering  service  to  other  groups.  Hence,  any  intelligent 
exploration  of  the  regional  concept,  to  be  complete, 
would  have  to  consider  not  only  the  needs  of  the 
chronically  ill  but  the  needs  of  all  members  of  the 
population  requiring  medical  care.  The  fundamental 
questions  posed  in  the  distribution  of  medical  care 
to  the  chronically  ill  are  similar  to  those  involved  in 
the  distribution  of  quality  medical  service  generally. 
It  was  from  this  point  of  view  that  the  Commission 
began  its  preliminary  work  to  determine  the  geo¬ 
graphical  boundaries  of  the  natural  regional  pattern 
of  medical,  hospital  and  allied  care,  including  public 
health  and  social  welfare  services,  as  it  affects  the 
chronically  ill  in  New  York  State. 

As  originally  carried  on  and  set  forth  in  a  previous 
report4 5,  the  initial  work  of  the  Commission  was  direct¬ 
ed  toward  ascertaining  the  logical  geographical  boun¬ 
daries  of  projected  health  service  regions  and  districts 
and  proposing  primary  and  secondary  medical  care 
centers  in  New  York  State,  always  taking  into  con¬ 
sideration  the  needs  of  all  sick  persons,  not  only  the 
chronically  ill.  The  outlines  submitted  were  tentative 

4  Ibid,  pp.  15-16. 

s  Legislative  Document  (1945),  No.  78A,  Planning  for  the 
Care  of  the  Chronically  III  in  New  York  State — Regional 
Aspects. 


and  made  for  the  purposes  of  broad  planning,  bearing 
in  mind  that  further  discussion  and  actual  operation 
might  indicate  the  desirability  and  necessity  of 
change. 

The  teaching  resources,  manpower,  technical  ser¬ 
vices  and  facilities  in  each  area,  grouped  around  a 
center  of  medical  quality,  were  considered  a  funda¬ 
mental  point  in  arriving  at  any  conclusion. 

In  determining  these  tentative  boundaries  a  variety 
of  characteristics  of  the  State  and  its  population  were 
carefully  considered.  These  included  the  following: 
distribution  of  population,  geography,  transportation 
facilities,  current  administrative  areas  of  departments 
and  agencies,  location  of  physicians  in  relation  to  the 
medical  schools  from  which  they  graduated,  natural 
flow  of  population  seeking  hospital  care  as  measured 
by  experience  with  public  assistance  patients,  the  flow 
of  patients  requiring  hospitalization  for  the  treatment 
of  cancer,  population  flow  with  respect  to  trading 
centers,  and  the  present  location  of  medical  centers. 

The  maps  setting  forth  these  proposed  geographical 
boundaries  were  preliminarily  released  in  June,  1945. 
Indicating  the  trends  that  future  planning  might  take, 
they  met  with  widespread  interest  in  the  various  State 
departments,  were  useful  to  communities  envisaging 
the  development  of  hospital  services  and  have  been 
considered  and  provisionally  applied  as  the  basis  for 
the  hospital  survey  and  plan  of  the  Joint  Hospital 
Board  of  the  New  York  State  Postwar  Public  Works 
Planning  Commission,  in  its  work  relative  to  Public 
Law  725,  the  Hospital  Survey  and  Construction  Act. 

Medical  societies,  medical  schools  and  scientific  and 
lay  organizations  concerned  with  the  quality  of 
medical  care  and  its  distribution  have  indicated  not 
only  the  desirability  but  the  inevitability  of  regional 
planning.  The  manner  in  which  communities  are 
taking  steps  toward  local  planning  of  health  facilities 
is  an  indication  of  their  realization  that  regional  plan¬ 
ning  is  for  their  best  interests.  And  it  must  never  be 
forgotten  that  in  the  health  field  a  great  many  pro¬ 
posals  only  begin  to  work  when  they  are  accepted 
locally. 

The  Geographical  The  factors  weighed  in  at- 

Boundaries  tempting  to  arrive  at  tenta¬ 

tive  regional  and  district 
boundaries  have  previously  been  set  forth. 

Careful  analyses  were  made  of  the  proposed  health 
service  regions  and  districts,  exclusive  of  New  York 
City,  which  took  into  consideration  distribution  of 
population,  land  area,  population  per  square  mile,  age 
distribution  of  population,  proportion  of  population 
residing  in  urban  and  rural  areas,  number  of  general 
and  allied  special  hospitals,  total  bed  capacity,  popu¬ 
lation  per  hospital  bed,  number  of  hospitals  according 
to  size,  general  hospital  bed  capacity,  number  of 
deaths  from  all  causes  exclusive  of  tuberculosis  and 
ratio  of  deaths  to  beds,  percentage  of  hospital  bed 
capacity  registered  by  the  American  Medical  Associa¬ 
tion  and  approved  by  the  American  College  of  Sur¬ 
geons,  and  the  number  of  physicians,  number  of  spe- 
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eialists,  ratio  of  physicians  to  population  and  ratio 
of  physicians  to  specialists. 

In  general,  the  several  factors  evaluated  follow  lines 
of  distribution  which  are  reasonably  consistent  with 
and  summarized  by  the  marketing  map  published  by 
Hearst  Magazines,  Inc.,  in  1942.  (Figure  11.)  This 
map  is  the  result  of  an  extensive  survey  embracing  all 
of  the  factors  mentioned,  excepting  those  of  a  medical 
nature,  and  is  an  accepted  standard  for  commercial 
planning. 

With  few  exceptions,  each  city  designated  on  this 
map  as  a  Principal  Trading  Center  has  in  it  at  least 
100  general  hospital  beds  (exclusive  of  mental  disease 
hospitals,  tuberculosis  sanatoria  and  Veterans’  Facili¬ 
ties)  listed  by  the  American  Medical  Association 
and/or  approved  by  the  American  College  of  Sur¬ 
geons.  The  exceptions  are:  Malone  (82  beds)  ;  Sara¬ 
nac  Lake  (50  beds)  ;  and  Johnstown  (0  beds),  which, 
however,  is  contiguous  to  Gloversville,  with  more  than 
100  general  hospital  beds. 

Conversely,  every  city,  town  or  village  which  has 
100  or  more  general  hospital  beds  appears  on  the  map 
as  a  trading  center,  principal,  secondary,  or  rural, 
with  the  exception  of  Clifton  Springs  and  Valhalla. 

The  foregoing  facts  indicate  that,  for  the  most  part, 
hospital  facilities  tend  to  concentrate  in  the  same 
centers  as  commercial  and  business  facilities.  The  flow 
of  population  toward  trading  centers  probably  reflects 
natural  geographical  boundaries  and  transportation 
facilities  and  therefore  should  serve  as  a  reasonable 
guide  for  determining  natural  centers  for  health 
services. 

The  Health  There  are  five  principal  medi- 

Service  Regions  cal  centers  in  the  State,  lo¬ 

cated  in  Buffalo,  Rochester, 
Syracuse,  Albany  and  New  York  City.  Each  of  these 
embraces  a  group  of  first  class  hospitals  and  an  ac¬ 
credited  medical  school.  'New  York  City  has  five 
accredited  medical  schools.  Since  these  centers  fulfill 
all  of  the  basic  requirements  of  a  potential  regional 
medical  center,  and  are  distributed  quite  logically 
across  the  State,  they  have  been  selected  as  the  re¬ 
gional  medical  centers,  and  boundaries  for  five  ‘  ‘  health 
service  regions  and  districts”  have  been  described 
about  them,  Figure  12,  in  accordance  with  the  natural 
population  trends  as  showrn  in  Figure  11.  The  bound¬ 
aries,  for  reasons  of  administrative  expediency,  were 
drawn  along  county  lines.  These  five  areas  were 
proposed  as  the  five  main  health  service  regions. 

It  is  expected  that  further  study  and  experience 
may  indicate  the  need  for  modification  of  these  bound¬ 
aries.  After  review  by  those  departments  and  agen¬ 
cies  concerned,  appropriate  changes  should  be  agreed 
upon  and  the  plan  should  stand  as  the  fundamental 
structure  upon  which  all  future  planning  and  devel¬ 
opment  of  medical  and  health  services  and  facilities 
will  be  based. 

The  five  health  service  regions  are  the  main  areas  in 
which  all  facilities  and  services  should  be  interrelated 
with  the  regional  center  at  the  hub.  The  services  avail¬ 


able  in  each  region,  with  only  rare  exceptions,  should 
be  comprehensive  and  self-sufficient.  The  health  serv¬ 
ice  regions  which  are  large  and  all-inclusive  are  to  be 
distinguished  from  the  smaller  health  service  districts 
which  they  embrace. 

Broadly  considered,  the  regional  medical  centers 
have  two  service  functions:  “inflow”  services  con¬ 
cerned  with  the  routing  of  patients  or  diagnostic  speci¬ 
mens  to  a  center  where  larger  or  special  facilities  are 
available;  and  “outflow”  services  from  the  centers 
to  smaller  districts  in  connection  with  clinical  and 
diagnostic  aids,  teaching  and  supplying  of  interns. 

The  proposed  boundaries  would,  in  general,  serve 
to  indicate  the  limits  of  outflow  services  which  must  be 
sharply  defined  for  the  purpose  of  administrative  or¬ 
ganization.  They  would  not  necessarily  impose  any 
limitations  upon  the  place  to  which  a  general  practi¬ 
tioner  might  refer  a  patient  requiring  hospitalization 
or  consultation,  nor  with  the  place  to  which  a  patient 
might  go  to  seek  medical  advice.  In  other  words,  there 
is  no  intention  to  attempt  to  interfere  with  the  right  of 
the  patient  to  his  choice  of  physician  or  hospital. 

Since  the  regions  have  been  developed  with  the 
normal  travel  routes  and  flow  of  trade  and  business 
relationships  in  mind,  it  is  quite  likely  that  the  ma¬ 
jority  of  patients  would  normally  choose  to  seek  care 
within  their  primary  region.  The  ultimate  educational 
effect  of  the  regional  association  of  services  and  facili¬ 
ties  might  be  expected  to  further  promote  this  usage. 

Persistent  interchange  of  patients  between  regions 
outside  of  the  State  may  be  expected,  but  this  does  not 
constitute  an  obstacle  to  the  smooth  operation  of  the 
plan.  It  should  be  noted  also  that  there  are  a  number 
of  areas  in  which  the  normal  flow  of  patients  will  not 
conform  to  State  boundaries.  This  must  be  taken  into 
consideration  in  planning  for  hospital  facilities  and 
the  planning  and  development  of  outflow  services  for 
primary  and  secondary  centers.  State  lines,  and  even 
national  boundaries  in  the  case  of  New  York  State, 
do  not  form  natural  divisions  in  respect  to  certain  of 
the  services  and  functions  of  the  medical  and  health 
centers. 

The  Health  In  determining  the  logical 

Service  Districts  smaller  service  districts,  es¬ 
sentially  the  same  method  has 
been  employed,  that  is  to  say,  the  natural  flow  of 
population  to  trade  centers  has  been  followed  as  pre¬ 
sented  in  Figure  11.  It  should  be  pointed  out,  how¬ 
ever,  that  the  following  suggestions  with  respect  to 
the  smaller  health  service  districts  are  regarded  as 
entirely  tentative.  Planning  at  a  State  level  without 
particularized  information  with  regard  to  local  prob¬ 
lems  and  situations  should  not  be  definitive. 

Figure  12  shows  the  distribution  of  the  health  serv¬ 
ice  districts  within  the  larger  regions  already  de¬ 
scribed.  In  this  map  the  health  service  districts  are 
defined  aJong  the  lines  of  county  boundaries.  The  ad¬ 
ministrative  functions  of  the  health  service  districts, 
to  the  extent  that  financial  participation  by  localities 
is  likely  to  be  involved,  will  have  to  follow  the  lines  of 
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accepted  political  subdivisions,  and  there  should  be  as 
much  uniformity  as  possible  between  the  location  of 
the  administrative  units  in  health  services  and  those 
of  other  related  public  undertakings. 

The  health  service  districts  may  vary  greatly  in  size 
and  in  the  nature  and  extent  of  the  self-contained 
services  and  facilities  which  they  provide.  For  exam¬ 
ple,  a  health  service  district  including  one  of  the 
large  urban  centers  may  be  expected  to  provide 
nearly  all  of  the  services  and  facilities  that  will  be 
required  and  its  affiliation  with  the  regional  center 
might  be  largely  for  academic  purposes.  In  other 
respects  the  inflow  and  outflow  functions  of  the  dis¬ 
trict  center  in  one  of  the  larger  districts  would  be  quite 
similar  to  those  of  the  regional  center.  In  fact,  the 
district  centers  may,  in  some  instances,  serve  many  of 
the  functions  of  a  regional  center  for  a  part  of  a  health 
service  region.  Examples  of  locations  where  this  may 
be  expected  to  apply  are  Utica  and  Binghamton. 

Conversely,  some  of  the  more  rural  health  service 
districts  may  be  centered  about  a  small  community 
hospital  and  local  health  center  where  the  provision  of 
facilities  for  the  handling  of  a  complex  diagnostic  or 
therapeutic  problem  would  not  be  practicable.  Such 
a  rural  center,  particularly  in  a  poor  or  sparsely  popu¬ 
lated  area,  will  not  encounter  problems  of  a  compli¬ 
cated  nature  frequently  enough  to  justify  expensive 
facilities  that  will  be  little  used ;  nor  will  it  provide 
sufficient  material  to  attract  and  support  the  services 
of  a  specialist.  Yet  the  limitations  on  the  facilities  of 
a  rural  center  .are  not  uniform,  as  in  some  cases  they 
will  reflect  the  influence  of  special  factors  such  as  en¬ 
dowment  funds,  the  enterprise  of  a  particular  physi¬ 
cian  or  group  of  physicians,  and  the  wealth  of  the 
population  served.  In  such  cases,  however,  these 
centers  must  draw  patients  from  an  area  that  is  larger 
than  they  would  normally  be  expected  to  serve. 

It  will  be  noted  that  in  several  of  the  districts  more 
than  one  district  center  is  suggested.  This  was  done 
because  of  the  possibility  in  these  districts  that  some 
of  the  functions  of  a  center  might  be  allocated  to  hos¬ 
pitals  in  more  than  one  locality. 

In  general,  the  centers  of  the  districts  would  provide 
administrative  and  supplemental  services  for  the 
smaller  or  less  strategically  located  hospitals  and 
health  centers.  The  regional  centers  also  would  pro¬ 
vide  district  center  services  in  their  own  immediate 
vicinities.  That  is  to  say,  they  would  receive  all  types 
of  cases  and  perform  general  as  well  as  specialized 
service  functions. 

New  York  City  is  entirely  self-contained.  It  consti¬ 
tutes  an  entire  region  and,  in  addition,  provides  the 
regional  center  services  for  metropolitan  New  York. 
When  fully  organized,  it  will  undoubtedly  embrace 
a  number  of  districts  or  district  centers  within  the 
metropolitan  area.  It  also  serves  as  the  regional  cen¬ 
ter  for  the  southeastern  portion  of  the  State. 

As  has  been  pointed  out,  the  suggested  health  serv¬ 
ice  districts  are  entirely  tentative  because  it  is  difficult 
to  foresee  in  detail  the  situations  that  will  arise  with 
respect  to  them.  Determination  of  the  district  lines 


will  be  greatly  influenced  by  the  presence  and  compe¬ 
tence  of  existing  facilities.  Some  of  the  districts  that 
comprise  one  unit  geographically  and  functionally 
may  embrace  more  than  one  established  hospital  and 
health  center  of  approximately  equal  status.  Or  a  hos¬ 
pital  located  outside  of  the  natural  district  center  may 
be  stronger  than  the  one  in  the  district  center  and 
will  pull  patients  away  from  it.  These  and  other  con¬ 
siderations  of  a  similar  nature  make  it  extremely  diffi¬ 
cult  and  unwise  to  attempt  to  outline  the  smaller  dis¬ 
tricts  as  definitely  as  has  been  done  in  the  case  of  the 
larger  regions. 

The  determination  of  the  boundaries  of  the  districts 
and  the  details  of  their  functions  must  be  based  upon 
study  and  trial  application  to  particular  needs  and 
purposes.  It  is  quite  possible  that  these  districts  may 
have  to  be  somewhat  different  for  various  programs,  at 
least  during  the  early  years  of  planning  and  develop¬ 
ment.  In  order  that  they  may  be  unified  eventually, 
it  would  be  desirable  in  defining  these  districts  to  make 
provision  for  flexibility  and  revision  as  experience 
may  indicate. 

Although  the  foregoing  discussion  refers  to  all  per¬ 
sons  in  need  of  health  services,  its  applicability  to  the 
care  of  the  chronically  ill  is  readily  apparent. 

It  will  be  noted  that  the  boundaries  of  the  Regions 
as  originally  recommended  are  retained  in  planning 
for  the  care  of  the  chronically  ill  except  that  for  ad¬ 
ministrative  purposes  New  York  City  is  treated  as  a 
separate  entity.  However,  the  inhabitants  of  the  New 
York  Suburban  Region  will  be  considered  as  having 
New  York  City  for  their  medical  center. 

CARE  OF  THE  CHRONICALLY  ILL 
BETWEEN  HOSPITAL  AND  HOME 

Summary  of  the  full  length  presentation  by  the  same  title 
published  in  Planning  for  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical-Social  and  Institutional 
Aspects  (1945-1946  Report  of  the  Commission). 

Whenever  possible  and  medically  expedient,  an  ill 
person  should  be  cared  for  at  home.  However,  many 
of  the  chronically  ill,  who  do  not  require  treatment  in 
a  hospital,  cannot  receive  proper  care  at  home  because 
they  may  be  living  alone,  their  homes  may  be  over¬ 
crowded,  their  families  may  be  incapable  of  carrying 
out  medical  instructions  or  they  may  need  specialized 
nursing  care.  In  such  a  situation  it  is  advisable  to 
care  for  the  patient  in  “between  hospital  and  home” 
facilities — substitute  homes  such  as  convalescent  or 
nursing  homes,  “sanatoria,”  county  or  city  public 
homes,  voluntary  homes  for  the  aged  or  supervised 
boarding  homes. 

“Between  hospital  and  home”  facilities  might  ap¬ 
propriately  care  for  three  particular  kinds  of  chronic¬ 
ally  ill  persons,  those  capable  of  profiting  from  con¬ 
valescent  care,  those  requiring  long-term  nursing  care 
and  those  needing  custodial  or  medical  domiciliary 
care. 

There  is  every  evidence  that,  just  as  there  are  in¬ 
sufficient  general  hospital  beds  to  meet  today’s  demand, 
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there  is  a  dearth  of  between  hospital  and  home  accom¬ 
modations,  especially  those  providing  an  acceptable 
quality  of  care.  It  is,  therefore,  necessary  to  appraise 
existing  facilities,  consider  their  potentialities  and,  if 
necessary,  make  suggestions  for  establishing  new  insti¬ 
tutions.  However,  bearing  in  mind  the  immediacy  of 
the  need,  the  necessity  for  dislocating  as  few  patients 
as  possible  from  their  present  places  of  care,  the  rising 
cost  of  capital  construction,  the  current  delays  in 
building  construction  and  the  desirability  of  relieving 
the  taxpayer  of  all  possible  burdens,  every  effort 
should  be  made  to  use  existing  resources  when  these 
provide  a  good  quality  of  care  or,  if  they  are  of  sub¬ 
standard  quality,  provide  assistance  in  raising  their 
standards. 

Although  it  will  be  impossible  to  secure  ample  be¬ 
tween  hospital  and  home  facilities  overnight,  the 
means  of  attaining  this  goal  can  be  indicated.  A  blue¬ 
print  could  be  developed  and  then  intelligently,  co¬ 
operatively  and  consistently  translated  into  action.  It 
must  always  be  realized  that  a  lack  of  proper  between 
hospital  and  home  facilities  for  the  care  of  the  chronic¬ 
ally  ill  inevitably  will  create  a  bottleneck  in  any  com¬ 
prehensive  plan  for  care  of  such  patients.  For  exam¬ 
ple,  without  such  facilities  many  patients  who  might 
otherwise  be  discharged  must  be  retained  in  general 
hospitals,  thus  depriving  another  patient  of  the  op¬ 
portunity  of  profiting  from  the  hospital  care  his  con¬ 
dition  demands.  Similarly,  a  patient  who  cannot  be 
cared  for  at  home,  but  who  does  not  need  the  intensive 
medical  service  of  a  general  hospital,  may  have  to  be 
hospitalized  for  want  of  more  appropriate  facilities. 

In  this  connection,  it  should  be  emphasized  that 
the  chronically  ill  are  from  all  economic  strata  and 
from  all  age  groups.  They  are  not  just  the  indigent 
and  the  aged.  They  include  younger  persons  who. 
with  proper  medical  and  convalescent  care,  followed 
by  rehabilitation  training,  can  emerge  as  productive, 
independent  members  of  society.  They  include  the 
aged  recipients  of  Old  Age  and  Survivors  Insurance 
benefits  who  are  able  to  pay  for  at  least  a  part  of  their 
care.  The  development  of  proper  facilities  would  ma¬ 
terially  assist  in  the  physical  and  economic  rehabili¬ 
tation  of  many,  and  provide  proper  places  of  care  for 
those  aged  who,  through  a  lifetime  of  payroll  deduc¬ 
tions,  expect  that  their  Social  Security  benefits  will 
purchase  the  medical  care  and  living  necessities  re¬ 
quired  in  old  age. 

The  bulk  of  between  hospital  and  home  care  today  is 
provided  in  nursing  homes,  supervised  boarding 
homes,  public  homes  and  voluntary  homes  for  the 
aged.  Since  information  is  available  on  these  facili¬ 
ties,  the  following  discussion  has  been  confined  to 
them.  However,  the  Sub-committee  on  Adult  Institu¬ 
tional  Care  of  the  Special  Committee  on  Social  Wel¬ 
fare  and  Relief  of  the  New  York  Joint  Legislative 
Commission  on  Interstate  Cooperation  is  also  con¬ 
cerned  with  these  same  facilities  and  plans  to  assemble 
and  public  information  thereon,  hence  this  presenta¬ 
tion  is  intended  only  as  a  discussion  of  these  facilities 
in  relation  to  the  care  of  the  chronically  ill. 


Nursing  In  1943  the  New  York  State  De- 

Homes  partment  of  Social  Welfare  made 

a  study  of  nursing  homes  in  which 
recipients  of  public  assistance  were  receiving  care.1  It 
was  prompted  by  the  local  welfare  departments,  wish¬ 
ing  the  State  to  reimburse  for  such  care  without  re¬ 
quiring  “prior  approval’’  by  the  Department.  The 
findings  indicated  that  the  homes  generally  accepted 
the  convalescent,  the  chronically  ill,  the  aged  and  in¬ 
firm  but,  with  some  exceptions,  excluded  the  alcoholic, 
cancer,  infectious  disease  and  mental  cases  and  pa¬ 
tients  requiring  post-operative  care.  Most  of  the 
homes  had  urban  locations,  were  not  well  equipped  and 
many  were  not  staffed  to  provide  the  needed  medical 
and  nursing  care.  The  majority  had  a  preponderance 
of  aged  among  their  populations.  As  a  result  of  the 
study,  the  State  Department  established  a  system  of 
reimbursement  for  nursing  home  care  devoid  of 
“ceilings”  and  with  reimbursement  contingent 
upon  the  local  departments,  “certifying”  the  nursing 
homes  to  be  used.  This  was  done  on  the  basis  of  lo¬ 
cally  established,  not  Statewide,  standards  which  ap¬ 
plied  only  to  those  homes  accepting  publicly  depend¬ 
ent  patients  for  care,  not  to  those  confining  admission 
to  persons  paying  for  their  own  care. 

The  fact  that  from  July  1945  to  May  1946,  a  period 
of  only  ten  months,  the  number  of  homes  certified  by 
the  local  departments  of  public  welfare  rose  from 
400  homes  with  5,110  beds  to  447  homes  with  6,139 
beds  is  illustrative  of  the  increase  in  nursing  homes. 

Since  nursing  homes  are  assuming  greater  import¬ 
ance  as  auxiliary  medical  care  facilities  and,  therefore, 
should  provide  care  of  acceptable  quality,  there  has 
been  considerable  demand  that,  in  the  public  interest, 
they  be  made  subject  to  some  form  of  State  super¬ 
vision,  both  to  aid  in  the  improvement  of  facilities  and 
care  and  to  insure  that  minimum  standards  are  main¬ 
tained.  Two  methods  suggest  themselves,  (1)  com¬ 
prehensive  licensure  of  all  facilities  caring  for  ill  per¬ 
sons,  including  nursing  homes,  and  (2)  regulation  of 
nursing  homes  only. 

In  1946  five  cities  and  one  county  of  New  York  State 
licensed  nursing  homes,  and  four  additional  commu¬ 
nities  exercised  a  legal  control  short  of  licensure.  Even 
though  this  licensure  has  caused  improvement  in  the 
homes  it  has  limitations  when  confined  to  a  single  lo¬ 
cality,  for  homes  can  readily  move  just  outside  the 
area  of  jurisdiction  to  avoid  regulation.  Besides, 
these  localities  have  stressed  the  structural  and  sani¬ 
tation  aspects  of  control  and  have  paid  comparatively 
little  attention  to  the  quality  of  the  medical  and 
nursing  care  given.2 


1  For  full  text  of  study  see:  New  York  State  Health  Prepar¬ 
edness  Commission,  “A  Study  of  Nursing  Homes  in  New  York 
State,  1943”,  Planning  for  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical- Social  and  Institutional  As¬ 
pects  (1945-1946  Report  of  the  Commission.) 

2  For  more  detailed  data  see:  New  York  State  Health  Pre¬ 
paredness  Commission,  “Regulation  of  Nursing  Homes  in  New 
York  State”,  Planning  for  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical-Social  and  Institutional  As¬ 
pects  (1945-1946  Report  of  the  Commission.) 
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At  least  twenty  states  now'  license  nursing  homes — 
eight  by  including  them  in  their  comprehensive 
licensure  of  medical  institutions  and  twelve  by  licens¬ 
ing  nursing  homes  only.  The  state  departments  of 
health  are  the  licensing  agency  in  twelve  instances, 
including  the  eight  states  with  comprehensive 
licensure;  and  the  departments  of  public  welfare  in 
seven,  including  five  states  where  licensure  appears 
to  be  directed  primarily  tow'ard  the  protection  of  the 
aged  in  institutions.  In  New  Jersey  the  Department 
of  Institutions  and  Agencies  is  the  licensing  agency. 

Comprehensive  licensure  would  seem  to  be  a  method 
desirable  for  New*  York  State  to  adopt  as  a  step  toward 
maintaining  minimum  standards  in  medical  institu¬ 
tions.  However,  if  this  method  cannot  be  initiated  at 
an  early  date,  an  alternate  choice  would  be  the  regis¬ 
tration  of  nursing  homes.  Under  the  registration 
method,  each  nursing  home  would  be  registered, 
inspection  for  compliance  with  published  require¬ 
ments  would  be  optional  with  the  State  administrative 
authorities  and  non-conformance  to  regulations  would 
be  punishable. 

The  following  principles  are  suggested  in  con¬ 
sidering,  establishing  and  administering  statewide 
official  regulation  of  nursing  homes : 

1.  Regulation  should  apply  to  all  nursing  homes, 
regardless  of  whether  under  proprietary,  volun¬ 
tary  or  public  auspices. 

2.  When  their  facilities  and  staffs  permit,  local  offi¬ 
cial  agencies  (county  or  city)  should  have  the 
option  of  administering  the  regulatory  process 
within  their  respective  jurisdiction,  under  State 
formulated  minimum  standards. 

3.  Inspections  relative  to  the  sanitation,  fire  safety 
and  structural  standards  should  be  made  by  the 
State  or  local  official  departments  technically 
qualified  and  legally  responsible  for  these  aspects 
of  the  public  safety.  Preferably,  such  depart¬ 
ments  should  assign  proper  personnel  for  this 
purpose  to  the  enforcement  agency. 

4.  Inspections  of  nursing  homes  should  be  made  by  a 
“team”  of  specialists,  each  member  thereof  to  be 
qualified  by  training  and  experience  to  pass  judg¬ 
ment  on  those  aspects  of  regulation  coming  within 
his  respective  field  of  competency.  The  “team” 
should  visit  a  nursing  home  as  a  group,  its  mem¬ 
bers  should  consult  each  other  to  insure  con¬ 
sistency  of  conclusions  and  should  submit  a  com¬ 
posite  report, 

5.  Specific  minimum  standards  should  be  formu¬ 
lated,  published  and  distributed  and  should  be 
applicable  to  each  nursing  home  in  the  State. 
Such  standards  should  include  those  relative  to 
admissions  and  quality  and  continuity  of  medical 
and  nursing  care,  as  well  as  those  relative  to 
physical  structure,  fire  safety,  sanitation,  accom¬ 
modations,  equipment  and  facilities. 

6.  Any  method  of  regulation  established  should  be 
legally  capable  of  deterring  the  opening  of  any 


newr  nursing  home  which,  on  the  basis  of  data 
and  structural  plans  submitted  by  the  potential 
operator  (individual,  association,  church  group, 
fraternal  order  or  governmental  unit),  is 
adjudged  incapable  of  meeting  the  established 
minimum  standards  of  operation. 

7.  The  State  administrative  agency  should  be  just 
as  responsible  for  teaching  and  assisting  the 
nursing  homes  as  for  censuring  them,  i.e.  in  addi¬ 
tion  to  formulating  and  enforcing  standards  it 
should  offer  constructive  consultative  and 
advisory  service. 

8.  The  administrative  responsibility  should  include 
the  obligation  to  maintain  records  to  insure  a 
continuing  basis  of  study  of  the  nursing  home 
situation  and  the  regulatory  process  so  that  both 
might  constantly  be  improved,  on  the  basis  of 
fact. 

9.  The  nature  of  any  regulatory  process  established 
should  take  cognizance  of  the  inanpow'er  situation 
as  it  relates  to  the  admistrative  staff,  i.e.  it  should 
ensure  complete  coverage  of  nursing  homes 
regarding  details  considered  of  fundamental 
importance  and,  instead  of  “spreading  thin”  on 
other  aspects  of  regulation,  should  concentrate 
its  efforts  on  those  aspects  most  beneficial  to  the 
public  interest, 

10.  Enforcement  of  regulations  must  be  so  executed 
as  to  preclude  the  closing  of  nursing  homes  when 
alternate  facilities  do  not  exist  for  placement  of 
the  patients  who  would  thus  be  displaced. 

In  order  to  secure  the  maximum  attainable  benefit 
in  setting  and  raising  standards,  allowing  opportunity 
for  teaching  administrators  of  nursing  homes  and 
permitting  public  authorities  to  obtain  current 
information,  a  system  of  registration,  combined  with 
the  powder  to  formulate  and  enforce  regulation,  w'ould 
seem  a  suitable  method  for  improving  the  quality  of 
nursing  homes  in  New  York  State,  particularly  under 
currently  prevailing  circumstances.  This  would  allow 
for  the  application  of  the  preceding  principles,  would 
avoid  the  rigidity  inherent  in  the  traditional  licensure 
system  and  w'ould  meet  the  objecton  that  licensure 
would  merely  close  down  facilities  which,  though  far 
from  ideal,  are  better  than  nothing  at  all. 

If  licensure  w'ere  the  method  of  regulation  chosen, 
the  licensing  agency  would  be  legally  obligated  to 
inspect  each  nursing  home  probably  annually  or,  less 
preferably,  biennially.  If  qualified  personnel  were  not 
readily  available,  the  administering  agency  might 
have  to  “spread  thin”  its  inspection  service  to  reach 
each  home,  thus  attenuating  the  quality  of  inspection 
of  all  homes.  Registration  would  obviate  such  a  legal 
responsibility. 

The  following  are  envisioned  as  the  major  charac¬ 
teristics  of  registration: 

1.  A  certificate  of  registration  w'ould  be  required  to 
be  posted  in  every  nursing  home  in  the  State  as  a 
condition  of  operation. 
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2.  Certificates  of  registration  would  carry  no  expira¬ 
tion  date  and  would  be  valid  for  an  indefinite 
period,  subject  to  revocation  for  cause. 

3.  On  or  before  the  effective  date  of  registration 
each  nursing  home  in  the  State  would  be  required 
to  file  with  legally  designated  officials  a  completed 
official  application  for  a  certificate  of  registration, 
the  administrative  agency  automatically  approving 
all  such  applications. 

4.  Upon  filing  the  completed  application  form,  each 
such  registrant  (nursing  home)  would  receive  a 
copy  of  the  minimum  standards  for  operation  of 
nursing  homes,  fulfillment  of  which  would  be 
requisite  to  continued  operation. 

5.  Subsequently,  the  administrative  State  agency 
would  inspect  those  nursing  homes  in  which  inspec¬ 
tion  seemed  most  needed  and,  if  necessary,  could 
effect  improvement  through  (a)  offering  advice 
and  consultation;  (b)  placing  the  registrant  on 
probation;  (c)  fine  the  offender,  subject  to  appeal; 
or  (d)  revoke  the  certificate  of  registration,  sub¬ 
ject  to  appeal. 

(It  should  be  noted  that  the  administrative  agency 
would  not  be  obligated  to  inspect  each  nursing 
home  at  specified  intervals,  but  could,  if  limitations 
of  personnel  require,  deploy  its  manpower  first  to 
inspect  and  advise  those  homes  which,  in  the  public 
interest,  seemed  to  demand  immediate  attention. 
Others  could  be  inspected  as  specific  exigencies 
required  and/or  the  availability  of  qualified  staff 
allowed.) 

6.  Each  individual  or  group  contemplating  the  estab¬ 
lishment  of  a  nursing  home  would  be  required,  as 
a  condition  of  opening,  to  file  a  completed,  official 
application  for  a  certificate  of  registration,  accom¬ 
panied  by  specified  data,  including  structural 
plans.  Approval  of  such  applications  by  tlhe 
enforcement  agency  would  be  based  on  a  deter¬ 
mination  of  the  applicant’s  ability  to  meet  the 
established  minimum  standards. 

7.  Plans  for  new  construction  or  remodeling,  the 
increasing  of  the  bed  capacity  and  the  amendment 
of  admission  policies  of  any  nursing  home  should 
be  subject  to  approval  of  the  administrative 
agency. 

The  use  of  the  registration  method  as  a  means  of 
improving  nursing  homes  could  effectively  fulfill  the 
principles  previously  suggested.  Although  its  staff 
probably  would  be  unable  to  visit  all  nursing  homes 
at  the  outset,  the  administrative  agency  gradually  and 
systematically  could  achieve  complete  coverage,  at  the 
same  time  providing  consultative  and  advisory  service. 
It  should  dedicate  itself  to  quality,  not  merely 
quantity,  performance. 

Supervised  Closely  related  to  the  nursing  home 

Boarding  is  the  supervised  boarding  home,  a 

Homes  home  approved  by  a  local  depart¬ 

ment  of  public  welfare  to  provide 
shelter,  board  and  personal  services  to  sick,  handi¬ 
capped  or  infirm  persons  who,  although  not  requiring 


hospitalization  or  nursing  home  care,  are  unable  to 
resume  normal  living.  The  proprietors  of  such  homes 
are  willing  occasionally  to  assist  the  boarder  in  dress¬ 
ing,  combing  his  hair,  tying  shoes  or  serving  a  tray  in 
bed,  when  necessary.  Professional  nursing  service  is 
not  needed  and,  when  medical  care  is  required,  the 
boarder  visits  the  clinic  or  the  physician ’s  office. 

Although  supervised  boarding  homes  apparently 
have  sprung  up  to  meet  wartime  demands,  there  is 
every  evidence  that  they  will  continue  to  operate  and 
probably  increase  in  number.  They  are  an  asset  in 
providing  a  protected,  homelike  environment  for  the 
ambulatory  chronically  ill  and  aged  who  have  no  ade¬ 
quate  homes  of  their  own.  Therefore,  the  State  Depart¬ 
ment  of  Social  Welfare,  in  cooperation  with  the  local 
departments  of  public  welfare,  might  assume  leader¬ 
ship  in  formulating  and  enforcing  minimum  standards 
for  such  of  these  homes  as  accept  public  charges,  estab¬ 
lish  rosters  of  the  approved  homes  and,  ultimately 
make  such  registers  available  for  use  by  non¬ 
dependent,  potential  boarders,  upon  request. 

Public  Just  as  one  thinks  of  nursing  homes 

Homes  as  places  for  the  care  of  ill  persons, 

many  think  of  the  county  and  city 
public  homes  as  institutions  providing  shelter  and 
board  for  lone  individuals,  transients  and  those  well 
aged  who  have  no  one  to  care  for  them.  This  con¬ 
ception  is  correct,  but  only  in  part.  The  nature  of 
the  public  home  has  long  been  undergoing  change, 
with  an  appreciable  proportion  of  its  population  now 
requiring  medical,  nursing  and  attendant  rather  than 
purely  custodial  care.  Concurrently,  more  of  the  gen¬ 
eral  population,  including  many  able  to  pay  for  care, 
require  this  same  kind  of  service  but  are  unable  to 
secure  it  because  of  lack  of  facilities. 

In  1943,  the  60  public  homes  of  upstate  New  York 
cared  for  14,318  persons,  one-third  of  whom  were 
under  65  years  of  age.  Although  no  comprehensive 
survey  has  been  made  to  determine  the  physical  and 
mental  condition  of  the  public  home  population  in  the 
State,  there  is  every  reason  to  believe  that,  if  definitive 
findings  in  similar  situations  are  applicable,  there  is  a 
high  proportion  of  ill  persons  in  this  group.  Recent 
studies  made  in  Illinois,  Maryland  and  in  Nassau 
County,  New  York,  showed  that  about  four-fifths  of 
their  respective  public  home  populations  were  ill, 
mostly  chronically  ill.  Similarly,  four-fifths  of  the 
persons  admitted  to  such  homes  in  New  York  State  in 
1938  were  accepted  for  care  either  because  of  disability 
due  to  chronic  illness  or  age,  or  because  of  need  for 
temporary  medical  care. 

This  raises  the  question  as  to  the  immediate  future 
role  of  the  public  homes  in  the  State.  Written  in¬ 
quiries  to  local  commissioners  of  public  welfare  in 
New  York  State  and  discussions  with  persons  con¬ 
versant  with  the  subject  have  brought  forth  the  fol¬ 
lowing  suggestions:  (1)  Each  public  home  which  plans 
to  admit  or  continue  to  house  chronically  ill  persons 
should,  in  whole  or  in  part,  be  converted  into  a  cheer¬ 
ful,  homelike  nursing  home  of  high  quality  under 
public  auspices.  (2)  Such  converted  homes  should 
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become  community  facilities  and  should  admit  those 
able  to  pay  for  care,  as  well  as  the  indigent.  (3)  The 
care  of  chronically  ill  public  charges  admitted  to 
homes  meeting  minimum  standards  of  care  should  be 
reimbursable  by  the  State  under  the  same  fiscal  for¬ 
mulae  applicable  to  reimbursement  for  care  outside 
such  institutions.  (4)  Every  effort  should  be  made 
to  assist  the  public  homes  to  throw  off  their  social 
stigma  and  ensure  their  acceptance  as  auxiliary  medi¬ 
cal  institutions,  just  as  the  State  tuberculosis  and 
mental  hospitals  are  regarded.  (5)  The  alcoholic, 
senile  psychotic  and  cerebral  arteriosclerotic  cases  now 
in  many  of  the  public  homes  should  be  transferred  to 
places  of  care  more  appropriate  to  their  needs,  either 
in  special  institutions  or  specifically  designated  sec¬ 
tions  of  the  larger  public  homes. 

There  is  a  demand  for  the  type  and  quality  of  care 
which  some  of  the  public  homes  are  now  providing 
the  chronically  ill  and  which  additional  homes,  if 
improved,  could  provide.  Moreover,  philanthropic 
funds  for  such  capital  undertakings  are  decreasing, 
tending  to  leave  the  major  responsibility  to  public 
enterprise.  Much  of  the  above  five-point  program 
could  be  initiated  without  great  basic  change  in  State 
policy  by  strengthening  and  using  three  already  exist¬ 
ing  regulatory  methods:  (1)  Criteria  for  new  con¬ 
struction  and  material  remodeling  of  public  homes 
should  be  established  and  published  by  the  State.  At 
present  the  responsibility  for  approving  such  build¬ 
ing  is  vested  in  two  departments :  the  State  Depart¬ 
ment  of  Social  Welfare  has  the  power  to  approve  or 
disapprove  any  public  home  construction  or  material 
renovation  while  the  Postwar  Public  Works  Planning 
Commission1  must  pass  upon  the  application  for  State 
funds  for  planning  to  build  or  remodel  such  facilities. 
(2)  If  State  reimbursement  were  made  available  for 
the  care  of  the  indigent  in  public  homes,  this  might  be 
made  contingent  upon  such  institutions  meeting  mini¬ 
mum  standards  of  maintenance  and  operation.  Al¬ 
though  such  reimbursement  does  not  exist  now,  the 
State  Department  of  Social  Welfare  has  the  power 
to  inspect  and  make  recommendations  relative  to  the 
operation  of  public  homes. 

It  is  timely  now  to  consider  the  trend  that  our 
capital  construction,  conversions  and  expansions 
should  take.  As  of  October  1946,  at  least  14  counties 
of  upstate  New  York  were  planning  extensive  altera¬ 
tions  or  replacements  of  their  public  homes.  Most  of 
these  projects  already  have  been  approved  by  the  State 
Department  of  Social  Welfare  and  the  State  Postwar 
Public  Works  Planning  Commission.  The  combined 
estimated  costs  for  the  projects  in  ten  of  these  counties 
is  $2,677,730.  It  is  hoped  that  these  improvements, 
which  are  both  necessary  and  desirable,  will  be  planned 
with  a  view  to  providing  the  kind  of  care  actually 
needed  by  the  persons  now  constituting  our  public 

1  The  Postwar  Public  Works  Planning  Commission  was  ter¬ 
minated  on  March  31,  1947.  Its  functions  and  those  of  the 
Joint  Hospital  Board  created  by  executive  order  August  2, 
1945,  relative  to  planning  for  hospital  facilities,  have  been 
transferred  to  the  Joint  Hospital  Survey  and  Planning  Com¬ 
mission,  created  by  Chapter  578  of  the  Laws  of  1947. 


home  population,  especially  since  the  average  citizen 
is  both  the  taxpayer  and  the  potential  user  of  these 
and  similar  facilities. 

Regulation  relative  to  such  homes  desiring  conver¬ 
sion  might  be  made  applicable  (1)  at  the  time  of  con¬ 
struction  or  remodeling  and  (2)  during  the  period  of 
operation.  Future  construction  should  be  conceived 
to  meet  current  and  potential  needs  on  a  realistic 
rather  than  a  traditional  basis.  State  agencies  exercis¬ 
ing  controls  over  new  construction  or  remodeling 
could  formulate  criteria  prerequisite  to  approval, 
including  proof  of  the  ability  of  the  sponsoring  agency 
to  operate  the  contemplated  facility  properly.  Such 
standards  of  construction  might  include  requirements 
of  a  medical  care  nature,  of  which  the  following  are 
illustrative : 

1.  Approval  should  be  based  upon  the  results  of  a 
survey,  for  each  community  contemplating  con¬ 
struction,  of  the  local  medical  and  medically  re¬ 
lated  facilities,  their  capacities  and  relationship 
to  each  other. 

2.  Consideration  should  be  given  to  the  use  of  exist¬ 
ing,  little  used,  yet  appropriate,  capital  struc¬ 
tures  in  lieu  of  new  construction.  ( For  example : 
The  conversion  of  a  wing  of  a  general  hospital 
having  low  occupancy.  The  conversion  of  one  or 
all  of  several  well-constructed  units  of  a  multi¬ 
unit  local  tuberculosis  hospital  having  a  decreas¬ 
ing  patient  population.) 

3.  Consideration  should  be  given  to  the  question  as 
to  whether  or  not  the  county  (or  city)  which  will 
operate  the  institution  is  sufficiently  populous  to 
justify  the  capital  expenditure.  If  not  suffi¬ 
ciently  populous,  service  might  be  bought  from 
an  adjacent  county  or  city. 

4.  A  careful  analysis  should  be  made  as  to  whether 
or  not  the  future  program  of  the  institution 
should  incorporate  a  farm  operation.  (Today 
fewer  and  fewer  inmates  are  physically  capable 
of  performing  agricultural  labor  chores. ) 

5.  Whenever  possible  the  institution  should  be  lo¬ 
cated  close  to  the  greatest  concentration  of  popu¬ 
lation  of  the  county,  preferably  near  an  approved 
general  hospital.  (Location  is  a  factor  in  the 
availability  of  personnel,  accessibility  to  the 
services  of  a  general  hospital  and  the  willingness 
of  patients  to  patronize  the  facility.) 

6.  The  structure,  or  a  part  thereof,  should  be  con¬ 
ceived  as  an  allied  medical  institution  and  should 
be  planned  functionally  to  serve  this  purpose 
efficiently  and  economically. 

7.  Whenever  possible,  it  should  be  located  near  and 
operated  as  part  of  the  county  or  city  general  hos¬ 
pital  or,  in  the  absence  of  such  a  public  general 
hospital,  be  located  near  and  affiliated  with  a  vol¬ 
untary  general  hospital. 

8.  The  institution  should  be  so  planned  and  placed 
as  to  permit  future  structural  expansion  by  the 
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addition  of  wings  or  additional  floors  in  conform¬ 
ity  with  the  basic  architectural  pattern. 

9.  Any  plan  submitted  for  approval  should  provide 
space  for  recreational,  occupational  therapy  and 
rehabilitative  activities  of  the  inmates,  i.e.,  assem¬ 
bly  room  (auditorium),  chapel,  workshop,  etc. 

10.  The  immediate  contemplated  capacity  of  the 
structure  should  take  into  consideration  (a)  the 
population  of  its  predecessor,  (b)  the  waiting 
list,  (c)  the  desirability  of  admitting  individuals 
now  inappropriately  under  care  in  proprietary 
nursing  homes,  general  hospitals  or  their  own 
homes  and  (d)  the  estimated  increase  in  numbers 
in  the  near  future  of  age  groups  and  types  of 
medical  cases  eligible  for  care. 

11.  The  sponsoring  authorities  should  present  a  state¬ 
ment  of  the  anticipated  needed  numbers  and 
qualifications  of  various  types  of  personnel  re¬ 
quired  to  operate  the  institution ;  and  the  approv¬ 
ing  authorities  should  determine  whether  the 
professional  and  non-professional  personnel  com¬ 
plement  and  their  qualifications  are  such  as  to 
provide  the  high  quality  of  service  required. 

12.  The  sponsoring  authorities  should  present  a  de¬ 
tailed  budget  on  anticipated  annual  gross  and 
net  operating  costs  and  per  diem  costs  per  inmate, 
preferably  by  type  of  service  to  be  provided,  i.e. 
nursing  care,  medical  domiciliary  care,  shelter 
care,  etc. 

Standards  of  operation  might  well  embrace  those 
relative  to  safety,  fire  protection,  sanitation,  facilities, 
equipment,  accommodations,  furnishings,  administra¬ 
tion,  personnel,  admission  and  discharge,  nursing  serv¬ 
ice,  medical  service,  records  and  reports.  Since  the 
diversity  of  competence  required  to  evaluate  the  insti¬ 
tutions  on  the  basis  of  these  criteria  exceeds  that  of 
any  one  individual,  with  rare  exceptions,  it  is  advis¬ 
able  that  the  determinations  be  made  by  an  experi¬ 
enced  and  qualified  “team7’  of  individuals  who,  as  a 
group,  possess  these  abilities. 

The  following  exemplify  a  few  of  the  standards,  of 
a  medical  nature,  which  might  profitably  be  required 
to  insure  proper  operation : 

1.  The  institution,  or  at  least  a  part  thereof,  should 
be  regarded  as  an  allied  medical  institution, 
occupying  the  same  place  in  the  community  for 
the  type  of  service  it  provides  as  an  approved 
general  hospital  enjoys  for  its  appropriate  type 
of  service. 

2.  It  should  be  eligible  for  registration  as  at  least  a 
“related  institution”  by  the  American  Medical 
Association,  i.e.,  conforming  to  the  requirements 
for  such  registration. 

3.  The  individuality  of  patients  should  be  preserved 
by  offering  (a)  either  single  rooms  or  ward  units 
not  exceeding  a  capacity  of  four,  (b)  a  variation 

'  among  the  rooms  as  to  color  of  paint  on  the  walls, 
and  (c)  dining  tables  of  small  capacities,  not 
exceeding  six. 


4.  The  following  types  of  patients  should  be  eligible 
for  care,  regardless  of  economic  status : 

(a)  Convalescent  patients  for  whom  an  organ¬ 
ized,  planned,  institutional  regime  is  med¬ 
ically  indicated  and  those  requiring  less 
planned  care,  but  whose  homes  are  unable 
to  provide  the  type  care  needed. 

(b)  Bedridden  cases  requiring  medical  domicil¬ 
iary  care,  but  not  hospitalization,  and  for 
whom  this  type  of  care  cannot  be  provided 
in  the  patient’s  own  home. 

(c)  Ambulant  and  semi-ambulant  cases  not  re¬ 
quiring  hospitalization  who  cannot  be  suit¬ 
ably  placed  in  supervised  boarding  homes 
and  whose  own  homes  are  undesirable. 

5.  The  institution  should  admit  such  full-pay  and 
part-pay  patients,  in  addition  to  the  medically 
indigent,  as  may  request  admission. 

6.  The  medical  staff  of  the  institution  should  be 
chosen  in  the  same  manner  which  is  customary 
among  the  approved  local  general  hospitals,  i.e., 
open  service,  closed  service,  rotating  service,  etc. 

7.  The  medical  staff  of  the  institution  should  be 
organized  into  a  medical  committee  under  a 
salaried  medical  administrator  serving  either  on  a 
full-time  or  part-time  basis. 

8.  No  institution  should  provide  the  active  type  of 
medical  service  which  is  commonly  regarded  as 
the  province  of  the  general  hospital,  but  each 
should  formulate  a  working  agreement  with  one 
or  more  of  the  local  registered  general  hospitals, 
and  preferably  with  one  also  approved  by  the 
American  College  of  Surgeons. 

9.  The  decision  to  transfer  a  patient  from  the  insti¬ 
tution  to  a  general  hospital,  or  vice  versa,  should 
be  made  only  on  recommendation  of  a  physician. 

10.  The  ratio  of  registered  and  practical  nurses  and 
attendants  to  the  patient  population  should  con¬ 
form  to  a  specified  minimum. 

11.  Bach  institution  should  have  an  organized  pro¬ 
gram  of  rehabilitation  and  occupational  therapy 
so  graded  that  the  patient  can  progress  from  one 
type  of  activity  to  another. 

12.  Each  institution  should  review,  at  stated  inter¬ 
vals,  and  on  a  medical-social  casework  basis,  the 
potentiality  for  discharge  of  each  patient  or  his 
transfer  to  an  institution  providing  a  type  of 
care  more  appropriate  to  his  condition. 

Voluntary  Unlike  the  public  homes,  the  volun- 

Homes  for  tary  homes  for  the  aged  have  been 

the  Aged  able  to  be  more  selective  in  their 

admissions.  They  tend  to  restrict 
application  to  members  of  their  respective  sponsoring 
groups  (fraternal,  church  or  nationality  organization) 
and,  as  a  policy,  often  admit  only  persons  in  “good 
health.”  Payment  is  frequently  a  lump  sum  entrance 
fee  which  is  intended  to  defray  the  cost  of  care  for 
life.  Although  many  of  the  homes  may  not  knowingly 
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accept  ill  persons,  they  do  care  for  those  of  their 
guests  who  become  ill  following  admission. 

The  200  voluntary  homes  for  the  aged  in  New  York 
State  can  care  for  almost  the  same  number  of  persons 
as  can  the  public  homes  in  the  State.  They  are  impor¬ 
tant  and  vital  assets  to  their  respective  communities. 
Without  them  the  State  would  be  deprived  of  a  large 
number  of  beds  for  the  care  of  the  aged,  many  of 
whom  are  chronically  ill,  even  though  not  bedridden. 

As  the  proportion  of  the  aged  in  the  general  popu¬ 
lation  is  mounting,  the  life  span  increasing  and  the 
needs  of  the  aged  changing,  it  might  be  advisable  for 
more  of  these  voluntary  homes  for  the  aged  to  recon¬ 
sider  their  policies  of  admission  and  operation.  For 
instance,  they  might  be  encouraged  to  adapt  a  greater 
portion  of  their  facilities  and  programs  to  providing 
a  high  quality  of  “between  hospital  and  home”  care 
to  the  chronically  ill.  They  might  modify  their  admis¬ 
sion  policies  to  discontinue  admissions  on  a  life  basis 
and  accept  persons  paying  monthly  fees.  Such  a  change 
would  make  possible  the  admission  of  recipients  of 
public  assistance  and  of  Old  Age  and  Survivors  Insur¬ 
ance  benefits  which  would  be  effective  in  lessening  the 
demand  for  contributions  from  sponsoring  groups  to 
offset  operating  deficits.  It  is  the  considered  opinion 
of  many  informed  persons  that  such  changes  would 
not  only  enhance  the  value  of  the  homes  for  the  aged 
to  their  respective  communities,  but  would  also  make 
it  possible  for  chronically  ill  persons  of  similar  reli¬ 
gious,  fraternal  or  nationality  backgrounds  to  be  more 
readily  and  happily  admitted  and  adequately  cared 
for  in  institutions  of  their  choice. 

Conclusions  Many  nursing  homes,  supervised 
boarding  homes,  public  homes  and 
voluntary  homes  for  the  aged  are  adaptable,  potential 
resources  for  providing  care  between  hospital  and 
home  to  those  chronically  ill  who,  although  not  requir¬ 
ing  hospitalization,  cannot  receive  suitable  long-term 
or  convalescent  care  in  their  own  homes.  The  demand 
for  this  service  is  great  and  urgent.  A  place  exists 
for  the  use  of  all  these  facilities,  and  others  too.  How¬ 
ever,  their  future  value  may  well  depend  on  their 
ability  and  willingness  to  adapt  to  community  needs 
and  to  provide  care  of  high  quality. 

CARE  OF  THE  CHRONICALLY  ILL: 
THE  LOCAL  PUBLIC  WELFARE 
VIEWPOINT 

Summary  of  the  full  length  presentation  by  the  same  title 
published  in  Planning  For  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical-Social  and  Institutional  As¬ 
pects  (1945-1946  Report  of  the  Commission). 

Although  the  formulation  of  a  plan  for  the  care  of 
the  chronically  ill  by  the  New  York  State  Health 
Preparedness  Commission  will  apply  to  patients  in  all 
economic  strata,  information  relative  to  patients  in 
the  State  who  are  chronically  ill  and  also  medically 
indigent  is  significant  in  such  planning.  It  is  gen¬ 
erally  accepted  that  a  large  number  of  all  chronically 
ill  persons  are  either  medically  indigent  when  the 


chronicity  is  first  noted  or  become  so  during  the  ensu¬ 
ing  period  of  illness.  Therefore,  any  facts  concerning 
these  patients  apply  to  a  large  segment  of  the  chron¬ 
ically  ill  population.  Data  relative  to  them  are  avail¬ 
able  from  the  county  and  city  departments  of  public 
welfare  who  pay  for  the  medical  and  hospital  care  of 
medically  indigent  citizens. 

In  April,  1945,  a  letter  was  sent  to  the  106  local 
commissioners  of  public  welfare  (57  county  and  49 
city  commissioners)  requesting  their  opinions  on  the 
adequacy  of  existing  facilites  and  services  for  the 
care  of  the  medically  indigent  chronically  ill  and  invit¬ 
ing  their  suggestions  for  improving  services  to  these 
patients.  Replies  were  received  from  43  counties  and 
39  cities  in  upstate  New  York  and  from  New  York 
City,  over  three-quarters  of  the  addressees. 

The  major  findings,  as  indicated  by  the  replies 
received,  are  as  follows: 

1.  The  cases  giving  the  most  difficulty  to  the  local 
departments  of  public  welfare  are:  (a)  Mental 
cases  which  are  too  disturbed  to  be  properly  cared 
for  in  nursing  homes  and  most  public  infirmaries, 
yet  are  psych iatrically  ineligible  for  admission  to 
state  mental  hospitals  under  present  admission 
requirements;  (b)  Senile  patients,  many  of  whom 
are  deteriorating;  and  (c)  Cases  requiring  long¬ 
term  nursing  care,  but  not  hospitalization. 

2.  The  outstanding  problems  in  the  care  of  the  chron¬ 
ically  ill  are  the  lack  of  local  custodial  institu¬ 
tions,  proper  nursing  homes,  hospital  facilities  for 
intensive  medical  care  and,  to  a  lesser  extent, 
diagnostic  facilities. 

3.  Tn  order  to  receive  the  best  quality  of  medical  care 
needed,  four  out  of  five  local  departments  of 
public  welfare  find  it  desirable  to  refer  some 
medically  indigent  patients,  including  many  with 
chronic  illness,  to  medical  facilities  outside  of 
their  immediate  localities.  The  centers  within  the 
State  which  are  most  frequently  used  are  Albany, 
Buffalo,  New  York  City,  Rochester  and  Syracuse, 
all  recognized  medical  centers;  counties  along  the 
southern  tier  refer  cases  to  Sayre,  Pennsylvania, 
and  those  in  the  northeastern  section  to  Montreal. 
In  addition,  a  number  of  counties,  regardless  of 
proximity,  send  terminal  cancer  cases  to  Rosary 
Hill  at  Hawthorne,  Westchester  County. 

In  isolated  instances,  difficult  cases  requiring  the 
services  of  particular  highly  regarded  specialists, 
have  been  sent  to  the  University  of  Pennsylvania 
Hospital  in  Philadelphia,  Crile  Clinic  in  Cleve¬ 
land.  Mayo  Clinic  in  Rochester,  Minnesota,  Lahey 
Clinic  and  Massachusetts  General  Hospital  in 
Boston  and  Johns  Hopkins  Hospital  in  Balti¬ 
more. 

4.  The  suggestions  most  frequently  made  for  improv¬ 
ing  the  present  service  to  the  chronically  ill  were 
1  he  erection  of  new  or  the  improvement  of  exist¬ 
ing  public  infirmaries,  the  expansion  of  hospital 
facilities  and  the  encouragement  of  more  adequate 
nursing  homes.  Some  welfare  departments  noted 
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that  the  public  home  infirmary  of  the  future 
should  be  divested  of  the  vestigial  stigma  now 
often  associated  with  it,  should  admit  paying 
patients  and  should  provide  service  superior  to 
that  of  the  average  proprietary  nursing  home  of 
today.  Others  favored  the  further  development 
and  improvement  of  nursing  homes  as  offering  a 
more  homelike  and  congenial  setting  for  a  long¬ 
term  care. 

5.  Three  out  of  five  commissioners  called  attention 
to  the  desirability  of  state  reimbursement  for 
public  infirmary  care  and  almost  50  per  cent 
stressed  the  need  for  state  assistance  for  hos¬ 
pitalization.  Other  suggestions  made  were  :  finan¬ 
cial  aid  from  the  State  for  capital  expansion  of 
local  hospitals;  establishment  of  state  regional 
hospitals;  diagnostic  and  consultation  services; 
and  establishment  of  institutions  for  borderline 
mental  patients. 

CARE  OF  THE  CHRONICALLY  ILL: 
THE  HOSPITAL  VIEWPOINT 

Summary  of  the  full  length  presentation  by  the  same  title 
published  in  Planning  For  the  Care  of  the  Chronically  III  in 
Yew  York  State — Some  Medical-Social  and  Institutional  As¬ 
pects  (1945-1940  Report  of  the  Commission). 

Although  most  chronically  ill  persons,  especially  the 
ambulant  and  semi-ambulant,  can  generally  be  prop¬ 
erly  cared  for  in  their  own  homes,  a  substantial  num¬ 
ber  require  institutional  care — in  hospitals,  in  nursing 
homes,  in  convalescent  homes,  in  medical  domiciliary 
institutions.  In  March  11)45  the  Health  Preparedness 
Commission,  aware  that  the  general  hospitals  are  in 
daily  contact  with  the  problem,  sent  a  letter  of  inquiry 
to  those  hospitals  located  in  New  York  State,  outside 
of  New  York  City  proper,  which  had  been  registered 
by  the  American  Medical  Association  for  1944.  They 
were  requested  to  indicate  (1)  the  extent  to  which 
their  respective  beds  were  being  used  by  the  chron¬ 
ically  ill,  (2)  the  arrangements  which  they  had  for 
transferring  such  patients  to  other  places  of  care,  (3) 
the  needs  which  they  considered  to  be  unmet  and  (4) 
their  conception  of  the  role  of  the  general  hospital  in 
caring  for  this  type  of  patient. 

Replies  were  received  from  three-fourths  (139)  of 
the  180  hospitals  canvassed,  representing  almost  90 
per  cent  of  the  general  hospital  beds  in  upstate  New 
York.  The  major  findings,  assembled  from  the  replies, 
are  as  follows: 

1.  Although  only  a  few  hospitals  assign  specific 
beds,  floors  or  wings  for  the  care  of  the  chronically 
ill,  four-fifths  of  the  hospitals  admit  such  patients. 
In  fact,  37  reported  that  from  ten  to  over  thirty 
per  cent  of  their  beds  were  thus  utilized.  Others 
stated  that  they  admit  the  chronically  ill  when¬ 
ever  beds  are  available.  Still  others  admit  them 
only  in  emergencies. 

2.  Approximately  three-fourths  (92)  of  the  hospitals 
reporting  on  the  availability  of  facilities  for  trans¬ 
ferring  chronic  patients  no  longer  needing  hos¬ 


pitalization  stated  that  they  were  unable  to  make 
satisfactory  arrangements  for  referring  patients 
to  nursing  home,  convalescent  or  medical  domicili¬ 
ary  care.  This  has  created  an  unnecessarily  pro¬ 
longed  occupancy  of  some  hospital  beds,  has 
hampered  prompt  admission  of  other  patients 
sorely  needing  hospital  care  and  has  tended  to 
encourage  policies  of  rejecting  chronic  patients. 

3.  In  recent  years  the  hospitals  have  become  increas¬ 
ingly  aware  of  the  lack  of  facilities  and  services 
for  the  institutional  care  of  chronic  illness.  Nine 
out  of  ten  of  the  administrators  replying  to  the 
question  on  unmet  needs  made  suggestions  for 
new,  expanded  or  improved  hospitals,  nursing 
homes  or  convalescent  homes,  the  latter  to  be 
affiliated  with  general  hospitals;  better  staffed 
and  equipped  existing  facilities;  more  liberal 
payments  by  welfare  officials  for  the  care  of  the 
indigent  ill;  graduated  fees  commensurate  with 
the  financial  ability  of  the  non-indigent ;  and  the 
promotion  of  various  specialized  medical,  medical- 
social  and  rehabilitative  services.  < 

4.  Only  one-fourth  of  the  administrators  expressing 
opinions  on  the  future  role  of  the  general  hos¬ 
pital  in  this  field  of  medical  care  were  adverse 
to  its  assuming  a  fair  measure  of  responsibility 
for  the  care  of  the  chronically  ill.  Tliree-fourths 
favored  such  a  role,  many  with  limitations,  i.e., 
placement  in  separate  wards,  wings  or  buildings. 
Many  would  admit  patients  for  diagnosis  and 
screening  only  and  others  for  specialized  treat¬ 
ment  only.  Several  replies,  citing  the  increase  of 
the  aged  in  the  general  population  and  efficacious¬ 
ness  of  new  treatment  methods  in  shortening  the 
hospitalization  periods  of  some  acutely  ill  cases, 
expressed  the  hope  that  general  hospitals  would 
revaluate  their  policies  in  the  light  of  the  needs 
of  the  chronically  ill. 

OFFICIAL  PLANNING  IN  OTHER  STATES 
FOR  THE  CARE  OF  THE  CHRONICALLY 
ILL,  1946 

Summary  of  the  full  length  text  by  the  same  title 
published  in  Planning  for  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical- Social  and  Institutional  As¬ 
pects  (1945-1946  Report  of  the  Commission). 

Individuals  and  voluntary  church  and  welfare  or¬ 
ganizations  have  long  been  conscious  of  the  need  for 
adequate  care  of  the  chronically  ill  and  have  promoted 
programs  to  meet  this  demand.  However,  their  efforts 
usually  have  been  isolated,  modest  in  volume  and  gen¬ 
erally  confined  to  some  particular  urban  community. 
Now,  with  the  rapidly  increasing  proportion  of  the 
aged  in  the  general  population  and  the  rising  preval¬ 
ence  of  chronic  illness,  interest  in  these  patients  has 
become  more  widespread  and  the  demand  for  ameliora¬ 
tive  action  more  concerted.  This  demand  has  been 
expressed  in  national  forums — in  the  hearings  of  the 
United  States  Senate  Committee  on  Education  and 
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Labor,  in  meetings  of  the  American  Public  Health 
Association,  in  deliberations  of  the  American  Public 
Welfare  Association  and  in  publications  of  national 
scientific  and  social  organizations.  Simlar  currents  are 
flowing  in  some  states,  in  their  legislatures  and  their 
commissions — closer  to  where  public  officials  must 
respond  to  demands,  closer  to  where  the  chronically 
ill  live  and  must  be  cared  for,  and  where  detailed  plan¬ 
ning  for  their  care  must  be  consummated. 

Planning  on  the  state  level  is  definitive  and  formal¬ 
ized  in  Connecticut,  Illinois,  Indiana,  Maryland  and 
Massachusetts  and,  although  New  Jersey  does  not  yet 
have  an  official  comprehensive  plan,  it  has  developed 
some  services  for  the  chronically  ill  which  are  widely 
recognized  and  commended.  Moreover,  additional 
states  are  beginning  to  give  serious  consideration  to 
this  problem.  Such  planning  is  not  only  a  humani¬ 
tarian  effort  to  make  adequate  medical  care  available 
to  persons  with  long-term  illnesses  but  also  an  attempt 
to  conserve  the  economic  productivity  and  social  use¬ 
fulness  of  a  large  segment  of  the  population. 

Connecticut  In  accordance  with  an  act  of  the 
1943  General  Assembly,  the  Public 
Welfare  Council  of  Connecticut  collected  data  on  the 
prevalence  and  needs  of  the  dependent  aged,  infirm 
and  chronically  ill  in  the  State  and,  in  its  report  to 
the  1945  General  Assembly,  made  recommendations 
for  providing  more  adequate  care  for  these  individuals. 
Specifically,  it  was  recommended  that  the  State  estab¬ 
lish  a  board  or  commission  to  develop,  administer  and 
coordinate  a  comprehensive  program  for  the  care  of 
the  dependent  chronically  ill,  including  good  quality 
hospital,  infirmary  and  boarding  home  facilities  and 
diagnostic,  treatment,  home  nursing  and  housekeeper 
services;  and  to  make  provision  for  research  into  the 
causes,  methods  of  prevention  and  treatment  of  chronic 
disease.  The  report  also  presented  detailed  sugges¬ 
tions  as  to  the  number  and  type  of  institutional  beds 
needed,  the  manner  in  which  out-patients  might  best 
be  cared  for  and  the  estimated  capital  and  annual 
operating  costs  of  the  recommended  program. 

The  General  Assembly  (1945)  passed  and  the  Gov¬ 
ernor  approved  legislation  establishing  the  State  Com¬ 
mission  on  the  Care  and  Treatment  of  the  Chronically 
Ill,  Aged  and  Infirm,  in  accordance  with  the  recom¬ 
mendation  of  the  Public  Welfare  Council.  The  $1,000,- 
000  appropriation  specified  in  the  original  bill  was 
reduced  to  $25,000  “for  the  purpose  of  activating  the 
most  urgently  needed  components  of  the  Commission ’s 
program.” 

The  1945  General  Assembly  also  recognized  alcohol¬ 
ism  as  a  public  health  problem  and  created  the  State 
Commission  on  Alcoholism  whose  basic  purpose  is  to 
use  clinics  and  other  facilities  to  provide  diagnostic 
and  treatment  services  for  alcoholics,  and  to  study  and 
disseminate  information  on  the  problem  of  alcoholism. 
Nine  per  cent  of  the  annual  fees  for  permits  issued  by 
the  State  Liquor  Control  Commission  (an  estimated 
$200,000  to  $225,000  annually)  will  be  used  to  support 
the  Commission  on  Alcoholism. 


Illinois  The  Legislative  Committee  to  In¬ 

vestigate  Chronic  Diseases  Among 
Indigents,  created  by  the  1943  General  Assembly  of 
Illinois,  reported  to  the  1945  General  Assembly  (1) 
that  the  prevalence  of  chronic  disease  and  the  pro¬ 
portion  of  all  deaths  due  thereto  are  increasing;  (2) 
that,  since  such  illness  occurs  in  all  economic  strata, 
any  planning  for  its  amelioration  should  not  be  con¬ 
fined  to  the  indigent;  (3)  that  the  prevention  of 
chronic  disease  is  as  important  in  conserving  economic 
productivity  and  averting  social  and  economic  com¬ 
plications  as  in  preserving  good  public  health ;  (4)  that 
the  number  of  existing  facilities  are  insufficient  to  pro¬ 
vide  adequate  care  for  the  chronically  ill  of  the  State ; 
and  (5)  that  further  study  of  the  problem  and  means 
of  its  solution  are  needed.  The  Illinois  State  Commis¬ 
sion  on  Care  of  Chronically  Ill  Persons,  created  in 
accordance  with  this  latter  recommendation  (1945), 
has  not  yet  filed  its  report. 

In  the  interim,  a  law  has  been  passed  and  put  into 
operation  (1945)  making  mandatory  the  licensure  of 
proprietary  and  voluntary  nursing  homes  by  the  State 
Department  of  Health.  Shortly  thereafter  (1946) 
Illinois  established  its  county  homes  as  medical  facili¬ 
ties  for  the  infirm  and  chronically  ill  of  all  economic 
strata  and  extended  State  reimbursement  to  cover 
indigent  patients  in  all  such  homes  meeting  State  mini¬ 
mum  standards. 

Concurrently,  the  Committee  on  the  Problem  of 
Alcoholism,  organized  in  1944,  is  promoting  a  treat¬ 
ment  program  for  a  selected  group  of  alcoholics  in 
wings  of  two  of  the  State  mental  hospitals.  However, 
no  extensive  capital  building  program  is  contemplated 
for  the  care  of  such  patients  until  the  results  of  the 
present  treatment  method  have  been  fully  evaluated. 

Indiana  Indiana  is  reputedly  the  first  State 

to  have  officially  incorporated  into 
its  public  health  program  a  continuing  service  for  the 
prevention,  treatment  and  amelioration  of  the  diseases 
and  disabilities  of  the  aged.  This  service,  enacted  into 
law  by  the  1945  State  Legislature  and  vested  in  the 
Division  of  Adult  Hygiene  and  Geriatrics  of  the  State 
Board  of  Health,  has  the  following  principles  and 
objectives:  (1)  to  study  the  diseases  and  disabilities 
associated  with  the  aged;  (2)  to  plan  for  the  health 
and  well-being  of  the  aged;  (3)  to  interpret  to  the 
public  the  nature  of  aging  and  chronic  disease  and  the 
fact  that  premature  senescence  is  preventable;  (4)  to 
elicit  the  interest  of  physicians  in  the  prevention  and 
proper  treatment  of  diseases  associated  with  aging; 
(5)  to  foster  an  appreciation  of  the  usefulness  of  the 
aged  in  the  community  because  of  their  experience ; 
and  (6)  to  be  interested  in  and  seek  improvement  in 
all  laws,  rules  and  regulations  affecting  the  aged. 

The  division  currently  is  preparing  and  distributing 
informational  pamphlets  to  lay  and  professional  per¬ 
sons,  promoting  the  interest  of  physicians  in  geriatrics, 
urging  adults  to  have  preventive  health  consultations 
and  conducting  a  survey  of  industries  to  ascertain 
their  retirement  practices. 
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Maryland  Although  official  studies  were  made 

of  the  public  home  situation  in 
Maryland  in  1931,  1933  and  1938,  no  steps  were  taken 
to  eliminate  the  inadequacies  reported.  A  similar 
study  in  1939,  concluding  with  like  findings  and  noting 
the  large  number  of  ill  inmates  in  the  homes,  resulted 
in  the  appointment  and  subsequent  report  of  the 
State  Almshouse  Commission  (1940).  This  body 
recommended  (1)  that  the  State  build  and  operate 
two  regional  chronic  disease  hospitals  (later  increased 
to  three),  each  of  which  would  have  hospital  and 
infirmary  sections  and  be  located  near  an  approved 
general  hospital;  (2)  that  the  respective  counties 
should  pay  a  stated  sum  toward  the  per  diem  cost  for 
their  indigent  residents  admitted  for  care,  with  the 
State  meeting  the  deficit;  (3)  that  each  hospital  should 
admit  adult  patients  needing  long-term  nursing, 
medical  or  infirmary  care  who  either  cannot  be  other¬ 
wise  cared  for  or  cannot  pay  for  such  care  elsewhere ; 
and  (4)  that  such  facilities  should  be  planned  to  allow 
for  future  capital  expansion,  especially  for  the  addi¬ 
tion  of  wings  for  the  care  of  chronically  ill  children. 

This  proposal,  rejected  by  the  State  Legislature  in 
1941,  was  approved  in  1943  and  appropriations  for 
building  were  made  subsequently.  Construction  of 
at  least  one  of  the  three  hospitals,  deferred  by  man¬ 
power  and  labor  shortages,  is  now  imminent. 

Massachusetts  In  planning  for  the  care  of  its 
chronically  ill  residents,  Massachu¬ 
setts  has  tended  officially  to  concentrate  on  specific 
chronic  diseases  successively,  such  as  cancer  and 
arthritis,  rather  than  on  the  development  of  a  compre¬ 
hensive  all-inclusive  plan.  Therefore,  its  approach  to 
the  problem  in  the  past  probably  is  better  described 
as  a  general  policy  than  as  a  formal  plan  or  blueprint. 
With  the  aging  of  its  population,  and  because  the 
susceptibility  to  chronic  disease  increases  with  age, 
Massachusetts  anticipates  that  the  number  of  such 
patients  will  be  more  than  one  in  eight  of  the  general 
population,  the  ratio  reported  in  1933  in  a  State 
survey.  In  1945  the  General  Court  (State  Legislature) 
appropriated  $200,000  for  formulating  plans  for  an 
800-bed  chronic  disease  hospital  to  be  operated  by  the 
State  Department  of  Health.  By  1946,  the  Depart¬ 
ment  was  also  considering  plans  for  the  establishment 
of  18  clinics,  to  be  distributed  geographically  through¬ 
out  the  State,  probably  in  general  hospitals,  to  provide 
the  chronically  ill  with  service  by  specialists  in  the 
various  chronic  diseases  and  in  cooperation  with  the 
patients’  personal  physicians. 

In  addition  to  several  recommendations  relative  to 
the  dispensing  of  alcoholic  beverages  and  court  pro¬ 
cedures  in  cases  of  alcoholism,  the  Special  Committee 
to  Investigate  the  Problem  of  Drunkenness  in  Massa¬ 
chusetts  recommended  to  the  1945  General  Court  that 
a  hospital  be  established  for  the  treatment  of  early 
and  moderate  alcoholics,  and  that  a  commission  be 
created  for  the  continuous  study  and  investigation  of 
this  problem. 


New  Jersey  Although  New  Jersey  has  only 
recently  (1946)  appointed  a  com¬ 
mission  on  planning  for  care  of  the  chronically  ill,  its 
Department  of  Institutions  and  Agencies  has  been  a 
spearhead  in  calling  public  attention  to  this  medical- 
social  problem  and  in  providing  leadership  and  assist¬ 
ance  in  developing  and  improving  facilities  for  care  of 
long-term  patients. 

As  early  as  1924  the  State  passed  permissive  legisla¬ 
tion  allowing  counties  to  establish  local,  public 
operated  welfare  houses,  institutions  to  supplant  the 
traditional  almshouses  and  “poor  farms”  and  to  pro¬ 
vide  care  for  the  non-tuberculous,  non-psychotic  indi¬ 
gent  ill  requiring  long-term  medical  and  nursing  care 
but  not  hospitalization.  Each  welfare  house  has  an 
infirmary  for  the  bedridden  and  a  custodial  unit  for 
ambulant  patients.  Subsequently  (1927),  the  State 
initiated  the  licensing  of  nursing  homes,  has  provided 
advice  and  consultative  service  to  these  institutions 
and  has  made  periodic  inspections  of  them.  In  1943, 
the  State  liberalized  its  reimbursement  formula  for 
Old  Age  Assistance  cases  in  nursing  homes.  In  193.1, 
pursuant  to  a  resolution  of  the  State  Legislature,  the 
Department  of  Institutions  and  Agencies  collected 
and  published  data  on  the  prevalence  of  chronic  illness 
in  the  State  and  the  inadequacy  of  existing  facilities 
for  the  chronically  ill,  and  made  suggestions  for  im¬ 
proving  medical  services  for  these  patients. 

The  State  Commission  for  the  Behabilitation  of 
Alcoholics  and  the  Promotion  of  Temperance,  created 
by  the  1945  State  Legislature,  is  responsible  for  pre¬ 
paring  and  administering  a  program  for  the  care, 
treatment  and  rehabilitation  of  alcoholics  and  for  pro¬ 
moting  an  education  program  relative  to  the  use  of 
alcohol.  Through  personal  interviews  with  physicians, 
a  study  has  been  made  of  the  medical  aspects  of 
alcoholism  and,  in  the  future,  the  Commission  plans 
to  assemble  information  on  its  economic,  sociologic, 
moral  and  legal  aspects.  This  study  (1946)  suggested 
that  the  State  establish  and  support  “information  and 
referral  centers  as  an  appropriate  first  move  in  the 
development  of  a  sustained  program  for  dealing  with 
the  problems  created  by  alcoholism.” 

LICENSURE  OF  NURSING  HOMES  IN 
OTHER  STATES,  1946 

Summary  of  the  full  length  presentation  under  the  same  title 
published  in  Planning  For  the  Care  of  the  Chronically  III  in 
New  York  State — Some  Medical- Social  and  Institutional  As¬ 
pects  (1945-1946  Report  of  the  Commission). 

Nursing  homes  are  licensed  in  at  least  twenty  states 
in  the  United  States.  (See  Table  49,  page  86.)  In 
some,  licensure  is  comprehensive,  applying  to  institu¬ 
tions  of  all  types  caring  for  ill  persons — nursing  homes 
and  general,  special,  tuberculosis,  maternity  and  con¬ 
tagious  disease  hospitals.  In  others  it  applies  only  to 
nursing  homes.  In  this  connection  it  should  be  noted 
that  some  states  officially  license  only  homes  caring  for 
the  aged,  including  the  aged  ill  and  infirm.  However, 
in  practice,  according  to  the  responsible  officials  of  the 
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respective  states,  this  is  tantamount  to  licensing  all  the  type  of  medical  or  medically  related  institution, 

nursing  homes,  for  all  such  homes  either  care  for  In  others,  licensure  has  resulted  from  the  concern  of 

aged  persons  or  wish  to  be  permitted  to  do  so.  public  and  voluntary  welfare  agencies  regarding  con- 

In  some  states  the  impetus  for  licensure  has  stemmed  ditions  existing  in  institutions  caring  for  their  aged, 

from  the  desire  to  assure  their  citizens  that  the  quality  sick  and  infirm  clients.  Eight  states  have  comprehen- 

of  medical  care  provided  in  each  institution  admitting  sive  licensure  laws  while  the  remaining  twelve  license 

ill  persons  meets  prescribed  standards,  regardless  of  nursing  homes  specifically  or,  as  previously  noted, 

TABLE  49. —  Summary  of  Specified  Details  of  Licensure  of  Nursing  Homes  in  Twenty  States,  1946 

Year  of 

Effective  Date  State 

STATE  of  Licensure  Coverage  of  Department  Licensure  Fee  per  Period 

of  Nursing  Present  Licensure  System  Responsible  for  Period 

Homes  Licensure 

California .  1946  Comprehensive*  Health  Calendar  year  Graduated 

Colorado .  1909  Comprehensive  Health  Year  from  issuance  $1  for  original 

Connecticut .  1927  Comprehensive  Health  Calendar  year  None  except  for  private 

mental  hospitals 

Delaware .  1945  Homes  for  the  aged,  infirm,  Health  Until  violation  occurs  None 

chronically  ill,  convalescent 

Illinois .  1945  Nursing  homes  Health  Year  from  issuance  $25  first  year;  $5  per 

renewal 

Indiana .  1943  Nursing  homes  for  the  aged  Welfare  Year  from  issuance  Graduated 

Maine .  1946  Comprehensive  Health  Year  from  issuance  $15 

Maryland .  1945  Comprehensive  Health  Year  from  issuance  $10 

Massachusetts .  1929  Homes  caring  for  the  aged  Welfare  2  years  from  issuance  None 

Minnesota .  1942  Comprehensive  Health  One  year  Graduated 

Missouri .  1942  Homes  for  aged,  chroni-  Health  Year  from  issuance  Graduated 

cally  ill,  incurable 

Nebraska .  1944  Boarding  homes  for  pub-  Welfare  Year  from  issuance  $1 

licly  dependent  aged, 
blind** 

New  Jersey .  1927  Nursing  homes  Institutions  Year  from  issuance  $25 

and  Agencies 

North  Dakota .  1946  Boarding  homes  for  aged,  Welfare  Calendar  year  None 

infirm 

Ohio . 1942  Boarding,  rest,  convales-  Welfare  Year  from  issuance  $5 

cent  homes  for  aged,  infirm 

Oklahoma .  1946  Comprehensive  Health  Calendar  year  Graduated 

Pennsylvania .  Approx.  1931  Nursing  homes,  propri-  Welfare  Year  from  issuance  $15 

etary  hospitals 

Rhode  Island .  1929  Homes  for  aged,  con-  Welfare  2  years  from  issuance  None 

valescent 

South  Dakota .  Pending  Comprehensive  Health  Year  ending  June  30  Graduated 

referendum 

Texas .  Pending  Boarding,  convalescent  Health  Not  specified  $1 

appropriation  homes  for  publicly 
dependent  aged 


'  Coverage  of  all  types  of  facilities  caring  for  ill  persons. 

**  Recipients  of  Old  Age  Assistance  and  Aid  to  Blind  grants. 


homes  earing  for  the  aged  sick,  which  generally 
include  nursing  homes. 

Practically  all  the  twenty  states  note  some  partic¬ 
ular  type  of  facility  to  be  excluded  from  the  provisions 
of  the  licensure  law,  such  as  hotels,  institutions  caring 
for  persons  related  by  blood  or  marriage  to  the  opera¬ 
tor,  institutions  with  negligible  capacities,  facilities 
which  in  good  faith  rely  upon  prayer  or  spiritual 
means  for  treatment  (but  these  usually  must  conform 
to  sanitary  regulations)  and  facilities  under  public 
auspices. 

On  the  whole,  licensure  of  nursing  homes  is  a  recent 
development.  It  has  been  initiated  in  twelve  states 
between  1942  and  1946  and  in  two  it  is  not  yet  effec¬ 
tive,  while  in  the  remaining  six  states  it  was  estab¬ 
lished  prior  to  1931. 

Licensure  is  the  responsibility  of  the  respective 
state  departments  of  health  in  twelve  states,  in  eight 
of  which  licensure  is  comprehensive  and  in  the  remain¬ 
ing  four  covers  only  nursing  homes  or  their  equiva¬ 
lents.  In  seven  states  the  state  departments  of  welfare 
are  responsible  for  licensure  and  in  these  coverage  is 
confined  to  nursing  homes  or  their  equivalents,  and 
usually  with  emphasis  on  facilities  caring  for  the  aged 
or  the  dependent  aged.  When  the  responsible  depart¬ 
ment  and  the  type  facility  to  be  licensed  are  corre¬ 
lated,  there  is  evidence  that  when  responsibility  is 
vested  in  the  welfare  department  it  is  most  often 
related  to  the  protection  of  the  aged  group  rather  than 
to  the  nursing  home  population  as  a  whole. 

The  fact  that  the  majority  of  the  twenty  states  have 
licensure  periods  of  one  year  from  the  date  of  issuance, 
rather  than  the  calendar  year,  lends  credence  to  the 
belief  that  this  method  makes  possible  a  more  econom¬ 
ical  deployment  of  licensing  manpower  and  a  more 
even  administration,  by  eliminating  the  need  for  con¬ 
centrated  inspections  of  facilities  as  the  calendar  year 
ends.  There  are  no  license  fees  in  four  states,  all  of 
which  confine  controls  to  nursing  homes  or  their 
equivalents,  while  Connecticut,  which  has  compre¬ 
hensive  licensure,  requires  fees  only  from  private 
mental  hospitals.  The  remaining  fifteen  states  require 
fees  of  one  of  four  general  types :  (1)  annual  licensure 
fees  identical  for  all  sizes  of  facilities,  (2)  a  fee  for  the 
original  license  with  no  payment  for  renewals,  (3)  a 
fee  for  the  original  license  and  a  lesser  sum  for  each 
renewal  and  (4)  fees  scaled  according  to  the  size  of  the 
facility  licensed. 

The  usual  licensing  procedure  requires  that  an 
application  be  filed  before  the  facility  is  established, 
after  which  an  inspection  of  the  premises  is  made  by 


the  administering  agency.  A  license  is  issued  if  the 
facility  complies  with  the  official  regulations  applic¬ 
able  thereto.  Subsequently,  periodic  inspections  are 
made  to  determine  whether  regulations  continue  to  be 
fulfilled  and,  in  some  states  (New  Jersey  and  North 
Dakota),  to  provide  continuing  consultative  service 
to  and  supervision  of  the  licensed  facilities.  Some 
specifically  require  that  plans  for  new  construction  or 
material  remodeling  be  submitted  for  approval  to  the 
licensing  agency.  In  the  states  having  comprehensive 
licensure  of  medical  and  medically  related  institutions, 
the  procedure  is  generally  the  same  as  that  described 
above.  However,  as  part  of  the  procedure  following 
their  receipt  of  the  application  for  a  license,  each 
institution  is  classified  as  to  type  and  is  required  to 
conform  to  the  regulations  formulated  for  the  specific 
classification. 

The  features  most  frequently  covered  by  the  regula¬ 
tions  to  be  met  as  a  condition  of  operation  are  those 
relative  to  location  (zoning),  building  construction, 
fire  protection,  sanitation,  heating,  equipment,  accom¬ 
modations,  records  of  patients  and  reports  to  the 
licensing  agency.  Specifications  vary  in  detail,  and 
undoubtedly  in  quality  of  enforcement,  among  the 
states.  In  addition,  a  majority  of  the  states  include 
requirements  in  their  regulations  relative  to  admis¬ 
sions,  although  many  confine  themselves  only  to 
specifying  the  general  types  of  patients  not  to  be 
accepted  for  care.  In  several  states  admissions  on  a  life 
basis  are  prohibited. 

A  number  of  the  states,  but  far  from  all,  require 
that  at  least  one  registered  nurse,  or  a  practical 
nurse  as  the  alternative,  be  employed  by  the  licensee, 
and  some  specifically  set  forth  the  maximum  ratios  of 
patients  to  any  one  nurse.  Some  states  require  that 
physicians  take  considerable  responsibility  for  super¬ 
vising  the  medical  care  provided,  while  others  merely 
state  that  a  phj^sician  shall  be  on  call. 

Licenses  generally  may  be  revoked  for  cause,  sub¬ 
ject  to  appeal.  Moreover,  all  twenty  states  have  penal¬ 
ties  for  non-conformance  to  their  respective  licensure 
laws  and  regulations,  subject  to  appeal.  Such  viola¬ 
tions  are  usually  classed  as  misdemeanors;  violations 
are  subject  to  fines,  imprisonment,  or  both  in  twelve 
states  and  fines  only  in  the  rest.  Fines  range  from 
small  minimum  amounts  to  be  specified  by  the  licensing 
authority  to  a  maximum  of  $1000.  Imprisonment 
allowable  is  from  minimum  periods  to  be  specified  by 
the  licensing  authority  in  some  states  -to  a  maximum 
of  six  months  in  others. 
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INITIAL  STAGES 

This  immediate  report  deals  with  planning  for  the 
care  of  the  chronically  ill  in  New  York  State.  During 
the  period  of  its  existence,  the  Commission,  on  its  own 
initiative  and  at  the  suggestion  of  the  executive  branch 
of  the  State  government,  engaged  in  a  variety  of 
activities,  both  civil  and  wartime,  dealing  with  the 
health  of  the  people  of  the  State  of  New  York.  The 
work  of  the  Commission  has  been  reported  in  ten  pre¬ 
vious  official  legislative  documents. 

In  the  Act  creating  the  Health  Commission  in  1938, 
the  Legislative  finds  and  declares  as  the  policy  of  the 
State : 

“that  the  health  of  the  inhabitants  of  the  State 
is  a  matter  of  state  concern ; 

(This  principle  was  specifically  incorporated  in 
the  revised  Constitution  adopted  by  the  vote  of 
the  people  in  1938) 

“that  adequate  medical  care  is  an  essential 
element  of  public  health ; 

“that  the  present  efforts  of  the  medical  profes¬ 
sion,  in  providing  medical  care,  should  be  supple¬ 
mented  by  the  state  and  local  governments ; 

“that  the  problem  of  economic  need  and  the 
problem  of  providing  adequate  medical  care  are 
not  identical  and  may  require  different  approaches 
for  their  ultimate  solution ;  and 

“that  a  long  range  state  health  program 
directed  toward  all  groups  of  the  population 
should  be  formulated  and  carried  out.” 

The  Commission  was  charged  to  recommend  a  long- 
range  State  health  program  in  accordance  with  this 
policy  and  to  investigate,  study  and  analyze  ways  and 
means  for  improving  and  maintaining  the  health  of 
the  people  of  the  State,  including  but  not  limited  to 
the  following : 

“proposals  designed  to  minimize  the  risk  of 
illness  by  increasing  preventive  efforts  through 
extension  of  public  health  services; 

“proposals  for  furnishing  adequate  medical 
care  for  persons  of  low  income,  the  cost  to  be  met 
from  public  funds; 

“proposals  making  available  public  funds  for 
the  support  of  medical  education  and  for  studies, 
investigations  and  procedures  for  raising  the 
standards  of  medical  practice ; 

“proposals  making  available  public  funds  for 
medipal  research  in  recognition  of  the  need  for 
maintaining  high  standards  of  practice  in  both 
preventive  and  curative  medicine ; 

“proposals  making  public  funds  available  to 
hospitals  which  render  services  to  persons  of  low 


income  and  for  laboratory,  diagnostic  and  con¬ 
sultative  services; 

“the  utilization  of  private  institutions  in  the 
allocation  of  public  funds  for  any  of  the  fore¬ 
going  so  long  as  the  services  rendered  by  them  are 
designed  to  carry  out  the  objectives  of  such  pro¬ 
gram  and  the  declared  policy  of  the  state ; 

“the  investigation  and  planning  of  the  meas¬ 
ures  proposed  by  the  commission  and  the  direction 
and  execution  of  such  measures  by  persons  expert 
in  the  work  involved ;  and 

“proposals  designed  to  effect  adequate  admin¬ 
istration  and  supervision  of  the  health  functions 
of  the  state  government  and  if  deemed  advisable 
the  consolidation  under  a  separate  department  of 
all  federal  and  state  health  and  medical  services 
and  activities.” 

During  the  first  year  of  the  Commission’s  existence, 
its  work  was  undertaken  on  an  extremely  broad  base. 
Acting' pursuant  to  its  original  charge,  the  Commis¬ 
sion  began  to  investigate,  study  and  analyze  ways  and 
means  of  improving  and  maintaining  the  health  of  the 
people  of  the  State.  In  order  to  get  a  cross-section  of 
public  opinion  on  the  question  of  medical  care  and 
unfilled  needs,  public  hearings  were  held  in  New  York 
City  and  in  several  communities  of  the  Adirondack 
section  of  New  York  State,  at  which  there  appeared 
professional  representatives  of  numerous  State  de¬ 
partments  and  public  agencies;  experts  in  the  admin¬ 
istration  of  public  health  and  medical  care;  profes¬ 
sional  representatives  of  the  State  and  local  medical, 
dental,  and  nursing  organizations;  representatives  of 
labor  and  industry;  representatives  of  life  insurance 
companies  and  nonprofit  hospital  expense  insurance 
corporations;  representatives  of  foundations  and  or¬ 
ganizations  devoted  to  the  improvement  of  the  health 
and  -welfare  of  the  people  and  the  alleviation  of  the 
socio-economic  consequences  of  their  unmet  medical 
and  social  needs;  medical  economists;  both  fiscal  and 
legislative  representatives  of  the  people,  engaged  in 
State  and  local  government  ;  and  finally,  representa¬ 
tives  of  potential  consumers  of  medical  services — both 
preventive  and  curative — through  spokesmen  of  such 
organizations  as  the  national,  State  and  local  Parent 
Teacher  Associations,  the  National  Consumers’  League, 
the  Child  Welfare  League  of  America,  and  many 
others. 

Individual  conferences  were  also  held  with  a  great 
number  of  the  aforementioned  persons.  Many  of  the 
opinions  expressed  were  highly  controversial  in  nature, 
despite  an  apparent  agreement  on  the  part  of  indivi¬ 
duals  and  groups  with  respect  to  the  essentials  of 
preventive  and  curative  medicine  and  the  need  for 
their  practical  application.  It  was  indicated  that 
there  was  an  overwhelming  urge  for  increased  avail- 


ability  of  preventive  and  curative  services  to  a  large 
group  of  the  population  not  then  able  to  provide  such 
care  from  its  own  resources  under  the  then  existing 
organization  of  such  services.  The  Commission  also 
considered  the  amendments  to  the  Constitution  to  the 
State  of  New  York  adopted  in  1938,  wherein  power 
was  given  to  the  legislature  to  provide  for  protection, 
by  insurance  or  otherwise,  against  the  hazards  of 
sickness.  Wide  disagreement  was  revealed  both  in  the 
public  hearings  and  the  deliberations  of  the  Commis¬ 
sion  with  regard  to  the  necessary  steps  which  would 
be  most  effective  in  inaugurating  a  long-range  health 
program  specifically  designed  to  protect  the  citizens  of 
New  York  State  against  the  hazards  of  sickness  and 
unmet  medical  needs.  The  Commission  concurred  in 
the  view  expressed  by  the  then  Governor  of  the  State, 
Hon.  Herbert  H.  Lehman,  in  his  annual  message  to 
the  Legislature  in  1939,  when  he  said,  “It  is  inadvis¬ 
able  for  the  State  immediately  to  launch  upon  a  pro¬ 
gram  which  will  involve  very  large  expenditures 
without  first  making  a  thorough  studj^  of  all  aspects 
of  the  problem.” 

RECOMMENDATIONS— 1939 

The  Preliminary  Report  of  the  Commission,  Legis¬ 
lative  Document  (1939)  No.  97,  “Preliminary  Report 
of  the  New  York  State  Temporary  Legislative  Commis¬ 
sion  to  Formulate  a  Long  Range  State  Health  Pro¬ 
gram,”  consisted  of  Ten  Preliminary  Recommenda¬ 
tions  and  Ten  Recommendations  for  Future  Study, 
presented  against  a  pictorial  background,  county  by 
county,  of  the  medical  and  health  resources  of  the 
State  of  New  York:  showing  what  they  were,  where 
they  were  and  some  indication  of  how  they  were  used. 
Certain  trends  were  traced  in  the  movement  toward 
decentralization  of  the  professional  and  technical 
services  and  facilities  of  the  State  agencies  in  the 
three  fields :  preventive  or  health  services ;  institutional 
or  hospital  services;  and  curative  or  medical  care 
services. 

During  its  second  year,  the  Commission  engaged  in 
a  number  of  studies  in  which  it  attempted  to  get  at 
the  heart  of  the  problems  involved  in  the  distribution 
of  medical  services  to  persons  who  need  them,  by 
designing  a  number  of  special  studies  which  would 
secure  pertinent  factual  data  with  respect  to  specific 
areas  in  this  broad  field.  These  dealt  with  the  prob¬ 
lems  confronting  (1)  individuals  in  need  of  medical 
care,  (2)  the  physicians  and  hospitals  who  attempt  to 
meet  these  needs  and  (3)  members  of  families  or 
representatives  of  agencies  with  moral  or  legal  respon¬ 
sibility  for  paying  medical  and  hospital  bills. 

These  studies  included  an  evaluation  of  the  volume, 
type  and,  in  some  instances,  the  quality  of  profes¬ 
sional  and  institutional  services  requested  by  or  pro¬ 
vided  to  individuals  in  the  lower  income  groups. 

A  careful  study  was  also  made  of  a  representative 
sample  of  individuals  who  had  experienced  treatment 
in  hospital  wards,  together  with  an  analysis  of  the 
economic  and  medical  circumstances  involved  in  the 
illnesses  which  brought  them  to  the  hospital.  The 


central  position  of  a  general  hospital  in  the  distribu¬ 
tion  of  medical  care  was  appraised,  with  due  con¬ 
sideration  given  to  the  organization  and  training  of 
the  hospital  staff. 

Throughout,  an  attempt  was  made  to  ascertain  the 
individual  roles  and  interrelationships  of  the  volun¬ 
tary  and  governmental  agencies  then  assuming  respon¬ 
sibilities  in  meeting  the  medical  care  requirements  of 
the  individuals  in  the  various  groups  under  observa¬ 
tion. 

A  pioneer  attempt  was  made  to  appraise  the  quality 
as  well  as  the  quantity  of  the  medical  care  experienced 
by  patients  prior  to  admission  to  hospital  wards  for 
the  treatment  of  a  catastrophic  illness.  Light  was 
thrown  on  this  element  of  quality  by  inquiries  with 
respect  to :  extent  of  self-medication ;  delay  in  securing 
a  physician  and  reasons  therefor;  and  the  type  and 
extent  of  diagnostic  procedures  employed  by  the  at¬ 
tending  physician.  Consideration  was  given  to  the 
mechanisms  for  the  distribution  of  medical  care  to  the 
indigent  and  medically  indigent  by  the  public  agencies 
responsible,  in  view  of  the  increasing  role  .which  these 
agencies  play  in  the  provision  of  medical  care  for  per¬ 
sons  in  the  low  income  groups. 

The  Commission  recognized  the  generally  accepted 
concept  that  “preventive  and  curative  medicine  can¬ 
not  be  separated  on  any  sound  principle  and  in  any 
scheme  of  medical  service  must  be  brought  together 
in  close  coordination.”  This  is  particularly  true  with 
respect  to  diseases  and  conditions  for  which  specific 
methods  of  treatment  and  control  have  been  estab¬ 
lished,  and  for  which  the  public  health  importance  to 
the  community  of  successful  treatment  transcends  con¬ 
siderations  of  the  economic  status  of  the  individual. 
These  diseases  and  conditions  include  pneumonia, 
cancer,  syphilis,  tuberculosis,  dental  caries,  drug  ad¬ 
diction  and  physical  defects  of  childhood. 

Careful  consideration  was  given  by  the  Commission 
to  specific  mechanisms  proposed  or  established  for  the 
distribution  of  medical  care  and  health  services  on  a 
budgetary  prepayment  basis  among  the  groups  of  the 
population  who  find  difficulty  in  meeting  the  burdens 
imposed  by  the  hazards  of  illness.  Budgeting  the  costs 
of  medical  care  for  large  groups  of  the  population 
usually  involves  the  concept  of  insurance,  compulsory 
or  voluntary,  to  spread  the  risk. 

It  was  apparent  that  the  varied  financial  contribu¬ 
tions  involved  in  meeting  such  costs  could  be  paid 
individually  or  in  combination  by  the  insured,  indus¬ 
try  and  the  State.  There  was  marked  difference  of 
opinion  expressed  regarding  the  possible  effect  of  the 
insurance  method  of  payment  upon  the  quality  of  the 
medical  care  distributed.  The  Commission  felt  that  a 
long  range  health  program  should  “build  for  the 
future  without  undue  intervention  with  local  auton¬ 
omy,  viewing  both  central  and  local  problems  as  parts 
of  one  whole.”  Such  a  program  should  be  “a  means 
rather  than  an  end,  an  improvement  in  the  machinery 
of  government.  It  cannot  be  a  substitute  for  medical 
science,  for  the  local  authority,  or  for  voluntary  enter¬ 
prise,  nor  for  that  impulse  of  public  assent  without 
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which  all  instruments  of  government  will  prove  use¬ 
less.  ’  ’ 

Specifically  these  studies  dealt  with 

I.  Medical  Care  in  Welfare  Districts,  Novem¬ 
ber  1939,  N.  Y.  S.  (Exclusive  of  New  York 
City). 

1A.  Physical  Condition  of  Persons  Admitted  to 
County  Homes. 

II.  Medical  Care  Programs  Operated  by  Depart¬ 
ments  of  Public  Welfare,  New  York  State. 

III.  Patients  Discharged  from  Hospital  Wards, 
1939. 

IV.  Pay  Status  of  Patients  in  Hospital  Wards 
and  Clinics  in  New  York  State,  November 
1939. 

V.  Graduate  Medical  Education  in  New  York 
State. 

VI.  Health  Insurance — Voluntary  and  Com¬ 
pulsory. 

VII.  Special  Health  Problems:  pneumonia,  can¬ 
cer,  syphilis,  tuberculosis,  dental  care,  drug 
addiction,  handicapped  children,  laboratory 
services. 

In  its  1940  Report,  Legislative  Document  (1940), 
No.  91,  “Medical  Care  In  New  York  State,  1939”, 
as  a  result  of  the  above  and  other  studies,  the  Ten 
Preliminary  Recommendations  and  Ten  Recommen¬ 
dations  for  Further  Study  were  commented  upon. 
The  work  of  the  Commission  confirmed  its  belief  in 
the  validity  of  these  recommendations  and  it  con¬ 
templated  continuing  its  activities  along  these  lines. 

The  following  are  the  Recommendations  as  set  forth 
in  the  1939  Report  and  as  commented  upon  in  the 
1940  Report : 

“Preliminary  Recommendations 

“1.  Establishment  of  informal  interdepart¬ 
mental  committees  or  councils,  on  State  and  local 
levels — to  coordinate  health  and  welfare,  preven¬ 
tive,  diagnostic  and  curative  services  conducted 
by  the  several  governmental  departments  or 
agencies  (Health,  Welfare,  Mental  Hygiene,  Edu¬ 
cation,  Correction,  etc.).  Full  use  should  be 
made  of  authorized  representatives  of  the  organ¬ 
ized  medical  and  related  professions,  for  advice 
and  counsel  in  professional  matters. 

“Comment  (PR-1). — Continuing  studies  of  the  activi¬ 
ties  and  administrative  structures  of  State  departments 
responsible  for  administration  of  various  aspects  of  health 
and  medical  care  reveal  the  desirability  of  establishing  a 
representative  interdepartmental  coordinating  council  on 
a  State  level  to  guide  the  health  activities  in  the  various 
State  departments.  An  advisory  committee  composed  of 
representatives  of  the  medical  and  related  professions 
and  agencies,  should  be  consulted  before  any  steps  are 
taken  toward  coordination  of  the  health  functions  of  the 
several 'departments.  This  should  lead  to  the  discovery 
and  elimination  of  expensive  duplication  of  services  with 
a  resultant  increase  in  efficiency  and  economy.  At  any 
local  level  where  similar  complexity  and  duplication  of 
health  activities  exist,  a  similar  policy  of  coordination 
should  be  followed. 


“2.  Provision  for  uniform  record  keeping  and 
compilation  of  municipal  expenditures  for  public 
health  and  medical  care — so  that  a  tabulation  by 
the  Bureau  of  Municipal  Accounts  of  the  State 
will  immediately  reveal  expensive  duplication  and 
expedite  future  planning  to  permit  more  effective 
and  economical  use  of  public  funds. 

“Comment  (PR-2). — Studies  by  this  Commission,  as 
well  as  other  State  and  Federal  agencies,  have  revealed 
the  difficulty  and  the  practical  impossibility  in  ascertain¬ 
ing  under  existing  methods  of  fiscal  reporting,  actual 
expenditures  of  public  funds  for  health  and  medical  care 
and  reliable  cost  data  for  comparative  purposes.  In¬ 
creased  Federal  and  State  participation  in  these  fields 
has  given  great  impetus  to  the  development  of  stand¬ 
ard  schedules  for  reporting  health  expenditures  on  Fed¬ 
eral.  State  and  local  levels.  A  standardization  of  the 
fiscal  report  forms  for  health  and  medical  care  expendi¬ 
tures  is  imperative  on  both  a  State  and  local  level.  This 
can  be  achieved  by  a  collaboration  between  the  agencies 
responsible  for  State  administration  of  health  services 
and  expenditures,  the  Division  of  State  Planning,  the 
Division  of  Audit  and  Control  and  the  Budget  Director. 

“3.  Extension  of  public  health  education  on  a 
broad  base,  to  provide  for  every  citizen  full 
information  on  the  availability  of  health  and 
medical  facilities  and  services.  Org-anized  volun¬ 
tary  lay  and  professional  groups  should  actively 
participate  in  this  statewide  program. 

“Comment  (PR-3). — Public  health  education  should 
provide  each  individual  with  the  ability  to  recognize  the 
necessity  for  medical  attention  and  a  knowledge  of  health 
and  medical  facilities  available  to  him.  A  study,  by  the 
Commission,  of  patients  discharged  from  hospital  wards 
in  New  York  Stale,  throws  a  new  light  upon  the  variations 
in  the  extent  to  which  present  methods  of  public  health 
education  reach  individuals  in  the  lower  income  groups 
who  experience  catastrophic  illness.  The  extent  to  which 
sick  persons  fail  to  recognize  the  necessity  for  medical 
care,  the  degree  to  which  they  resort  to  self-medication 
and  the  extent  to  which  there  are  both  personal  and  eco¬ 
nomic  barriers  to  the  prompt  and  full  use  of  competent 
medical  diagnosis  and  care — as  revealed  in  the  study — are 
indices  of  the  failure  of  public  health  education  to  reach 
the  individuals  who  are  most  in  need  of  it. 

“4.  Expansion  of  full-time  trained  public 
health  personnel  and  services  to  provide  a  more 
equitable  coverage  for  each  county  of  the  State, 
and  an  extension  of  post-graduate  education  of 
practicing  physicians  in  the  practical  application 
of  proven  advances  in  the  treatment  and  control 
of  certain  diseases  and  conditions  of  public  health 
importance. 

“Comment  (PR-4). — Great  progress  has  been  made  in 
the  training  of  full-time  public  health  workers  and  many 
localities  in  the  State  have  benefited  by  increasing  avail¬ 
ability  to  them  of  such  personnel.  This  program  con¬ 
ducted  with  state  and  federal  aid  has  been  greatly 
strengthened  by  the  interest  and  activity  of  the  State  and 
county  medical  societies  in  sponsoring  and  conducting 
short  post-graduate  seminar  courses  for  practicing  phy¬ 
sicians,  designed  to  expedite  the  application  of  advances 
in  medical  science,  in  the  treatment  and  control  of  dis¬ 
eases  of  public  health  importance.  A  knowledge  of  the 
advances  in  both  preventive  and  curative  medicine  has 
been  acquired  by  many  physicians  in  the  State  under  this 
broad  training  program.  Through  the  efforts  of  the 
Speakers’  Bureaus  of  the  county  medical  societies  in 
interpreting  these  advances  to  the  general  public,  a  great 
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opportunity  is  provided  for  direct  application  of  this 
new  knowledge.  However,  the  supply  of  properly  trained 
public  health  personnel  is  so  inadequate  in  relation  to  the 
need,  that  both  State  and  local  governmental  agencies 
should  not  be  hampered  by  geographic  restrictions  in  the 
selection  and  appointment  of  such  qualified  personnel. 

“5.  Integration  of  public  health  and  school 
nursing  services  in  a  generalized  program,  with 
the  training  and  employment  of  a  sufficient  num¬ 
ber  of  additional  qualified  nurses  to  meet  modern 
standards. 

“Comment  (PR-5). — Since  the  number  of  qualified 
public  health  nurses  is  still  insufficient  to  provide  even 
a  minimum  public  health  nursing  service  in  the  communi¬ 
ties  of  the  State,  the  extension  of  such  services  to  include 
school  nursing  should  be  deferred  until  it  can  be  given 
proper  consideration  in  the  development  of  a  well-rounded 
community  health  program.  The  need,  however,  for  the 
integration  of  public  health  and  school  nursing  services 
was  revealed  in  many  of  the  studies  made  by  the  Com¬ 
mission. 

“6.  Increase  the  effectiveness  of  the  general 
practitioner  by  expansion  of  county  laboratory 
systems — or  approval  of  existing  local  laboratories 
for  certain  purposes — to  make  readily  available 
such  diagnostic  facilities  to  every  community  and 
physician  in  the  State. 

“Comment  (PR-6). — The  practice  of  modern  medicine 
by  the  general  practitioner  and  the  specialist  requires  not 
only  that  there  be  adequate  diagnostic  laboratory  facilities 
available  but  that  there  should  be  no  barriers  to  their  use. 
Several  studies  made  by  the  Commission,  including  the 
study  of  patients  discharged  from  hospital  wards  and  the 
study  of  medical  care  in  welfare  districts,  revealed  that 
there  is  a  tremendous  disparity  between  the  different 
communities,  and  even  between  individual  physician  and 
patients — in  the  extent  to  which  laboratory  facilities  and 
procedures  are  available  or  are  requested  and  used. 

“An  inventory  and  appraisal  of  existing  laboratory 
facilities  throughout  the  State  is  being  made  to  develop  a 
program  which  would  permit  each  physician  an  opportu¬ 
nity  to  secure  at  least  the  basic  modern  laboratory 
analyses,  in  every  instance  where  in  his  professional 
judgment  they  are  needed,  irrespective  of  the  economic 
status  of  the  patient.  One  way  of  achieving  this  mini¬ 
mum  objective  is  to  expand  the  scope  of  services  of 
existing  public  health  laboratories  to  include  the  pei- 
formances  of  urinalyses,  blood  counts,  blood  chemistry 
and  basal  metabolism  tests,  in  every  instance  when 
requested  by  a  physician. 

“7.  Establishment  of  a  coordinated  system  of 
therapeutic  and  diagnostic  tumor  and  cancer 
clinics  and  making  available  to  approved  local 
institutions  State  or  Federal  radium,  or  x-ray 
equipment,  for  specific  treatment  by  qualified 
radiologists. 

“Comment  (PR-7). — This  recommendation  has  been 
carried  out  by  the  new  Division  of  Cancel  C  onti  ol  estab¬ 
lished  in  the  State  Department  of  Health  upon  the  basis 
of  the  findings  of  the  special  Cancer  Commission. 

“8.  Promotion  of  a  comprehensive  maternity 
program,  to  include  amendments  to  the  Public 
Welfare  Law  and  necessary  additional  legislative 
appropriations  to  provide  State  aid  for  necessary 
hospital  care  of  maternity  cases  in  approved 
institutions. 

“Comment  (PR-8).— Considerable  progress  has  been 
made  in  the  development  of  a  comprehensive  maternity 


program  by  the  successful  operation  in  a  number  of  areas 
of  demonstration  projects  developed  by  the  State  Depart¬ 
ment  of  Health  with  funds  made  available  under  the 
Federal  Social  Security  Act. 

“9.  A  reorientation  of  the  role  of  the  approved 
general  hospital,  public  or  private,  in  the  pre¬ 
ventive  and  curative  services  of  the  community, 
so  that: 

“a.  Unnecessary  duplication  of  accommoda¬ 
tions  or  wasteful  competition  on  a  local  or 
regional  basis  may  be  eliminated; 

“b.  The  general  practitioner  and  his  patient 
may  make  more  effective  use  of  the  consultant, 
specialist  and  laboratory  services  and  modern 
therapeutic  and  diagnostic  equipment  which 
should  be  available  in  an  approved  general  hos¬ 
pital  and  out-patient  department. 

“c.  The  general  practitioner  may  have  an 
increased  opportunity  to  treat  cases  that  fall 
within  his  sphere  of  competence,  in  the  patient’s 
home,  in  the  physician’s  office,  or  in  the  hospital. 
Also,  that  the  general  practitioner  may  have  a 
better  opportunity  to  enjoy  the  professional  bene¬ 
fits  incident  to  working  on  a  hospital  staff  with 
Ins  colleagues. 

“cl.  Social  service  in  the  hospital  may  be  inte¬ 
grated  with  community  social  services  to  provide 
more  effective  methods  of  communication  between 
the  hospital  and  the  general  practitioner  in  the 
interests  of  continuity  of  treatment  to  promote 
the  patient’s  restoration  to  health  or  the  best 
possible  social  adjustment  in  the  light  of  his 
condition. 

“Comment  (PR-9). — The  central  position  of  the  gen¬ 
eral  hospital  in  any  long  range  health  program,  State  or 
local,  has  been  recognized  in  most  of  the  studies  made  by 
this  Commission.  These  studies  were  designed  to  reveal 
the  current  status  and  relationship  of  the  general  hos¬ 
pital  in  the  practice  of  medicine  in  New  York  State  and 
the  role  which  it  plays  in  meeting  the  health  needs  of 
both  the  individual  and  the  community. 

“The  study  of  medical  care  in  welfare  districts  was 
undertaken  to  reveal  the  extent  to  which  care  in  a  gen¬ 
eral  hospital  was  requested  and  utilized,  both  by  persons 
receiving  other  forms  of  public  assistance  and  by  persons 
otherwise  able  to  provide  for  themselves  but  unable  to 
pay  for  necessary  medical  care.  The  study  of  medical 
care  programs  operated  by  welfare  departments  was 
planned  to  reveal  the  interrelationships  between  the 
agencies  in  the  community  having  responsibility  for  the 
provision  of  medical  care,  including  hospitalization,  for 
persons  unable  to  provide  it  for  themselves. 

“The  study  of  patients  discharged  from  hospital  wards 
in  New  York  State  and  the  study  of  the  payment  status  of 
patients  receiving  care  in  hospital  wards  or  clinics  was 
undertaken  in  the  belief  that  an  intimate  analysis  of  the 
circumstances  surrounding  the  admission  and  care  of 
individual  patients  in  hospital  wards  or  clinics,  including 
the  economic  factors,  should  reveal  a  graphic  picture  of 
the  current  functions  of  the  general  hospital  in  the  dis¬ 
tribution  of  medical  care  in  New  York  State.  These 
studies  were  designed  also  to  reveal  the  various  ways  by 
which  responsible  governmental  agencies  could  use  more 
effectively  the  hospitals  operated  by  some  municipalities 
and  the  extensive  facilities  available  in  the  widely  dis¬ 
tributed  voluntary  hospitals  in  the  State. 

“A  general  hospital  cannot  be  used  effectively  unless  a 
trained  staff,  including  competent  physicians,  is  readily 
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available  to  make  the  most  effective  use  of  its  facilities. 
Another  study  by  the  Commission  was  devoted  to  the 
problems  of  graduate  medical  education,  including  intern 
training,  and  was  devised  to  reveal  hospital  staff  prac¬ 
tices  in  the  voluntary  hospitals  in  upstate  New  York. 
These  staff  practices  were  considered  in  the  light  of  the 
standards  adopted  by  the  American  College  of  Surgeons 
and  the  American  Medical  Association  in  order  to  ap¬ 
praise  both  the  quantity  and  the  quality  of  the  medical 
care  provided  by  these  hospitals. 

“Other  studies  made  by  the  Commission  endeavored  to 
define  the  central  position  of  the  general  hospital  in  the 
existing  and  proposed  plans  for  the  provision  of  medical 
care  on  a  voluntary  prepayment  basis,  as  well  as  its  rela¬ 
tionship  to  the  control  of  communicable  disease,  and  cer¬ 
tain  other  diseases  of  public  health  importance  which  are 
now  considered  to  be  essential  activities  of  a  well-rounded 
public  health  program. 

‘  ‘  10.  Immediate  revision  of  the  State  Insurance 
Law  to  permit  and  encourage  sound  and  well- 
planned  voluntary  health  and  medical  care 
insurance  schemes  as  well  as  expansion  of  volun¬ 
tary  hospital  service  insurance  with  ample  pro¬ 
visions  for  record-keeping,  and  current  analyses 
to  provide  actuarial  data  directly  related  to  the 
individual  health  needs,  met  by  the  voluntary 
insurance  schemes,  in  New  York  State,  as  one 
of  the  bases  for  the  formulation  of  a  long  range 
health  program  for  the  State. 

“Comment  (PR-10). — The  Commission  has  continued 
its  discussions  and  studies  of  current  and  proposed  plans 
for  the  distribution  of  medical  care  on  a  voluntary  pre¬ 
payment  basis. 

“The  adoption  of  Article  IX-C  of  the  State  Insurance 
Law  was  followed  by  the  initiation  and  development  of 
voluntary  medical  care  insurance  schemes  in  addition  to 
the  continued  expansion  of  existing  voluntary  hospital 
service  plans.  The  Commission  has  followed  closely  the 
development  of  such  schemes  in  this  State  and  has  made  a 
careful  study  of  similar  legislation  and  trends  in  other 
states.  While  sufficient  actuarial  data  are  not  yet  avail¬ 
able  for  a  proper  evaluation  of  the  specific  plans  and 
trends,  there  was  accumulated  evidence  sufficient  to 
justify  continued  emphasis  by  the  Commission  on  a 
policy  of  encouraging  the  widest  possible  range  of  experi¬ 
mentation  in  this  field. 

“The  need  for  such  broad  experimentation  is  posed  in 
the  difference  in  procedures  required  in  plans  operating 
under  the  medical  expense  indemnity  and  medical  service 
principle.  The  differences  in  principle  lead  to  variations 
in  the  completeness  of  medical  care  and  scope  of  preven¬ 
tive  services  provided. 

“The  need  for  increased  emphasis  on  the  necessity  for 
professional  supervision  by  the  appropriate  State  agencies, 
of  the  quality  of  medical  care  rendered  under  such  pre¬ 
payment  schemes  was  revealed  in  analyses  of  existing  or 
proposed  plans  and  legislation  in  New  York  and  other 
states. 

“Recommendations  for  Further  Study 

“1.  Thorough  study  of  all  aspects  of  the  prob¬ 
lem  of  meeting  the  demand  for  compulsory  health 
insurance  for  wage  earners,  including  their 
dependents,  in  fixed  income  levels. 

“Comment  (RFS-1). — The  Commission  immediately 
recognized  that  while  compulsory  health  insurance  is  one 
of  the  methods  of  distributing  medical  care,  it  is  primar¬ 
ily  a  procedure  for  pooling  funds  contributed  by  insured 
persons'  and  their  employers,  using  such  funds  to  pay  for 
such  medical  care  and  to  provide  cash  benefits  to  the 
insured  during  the  periods  of  disability.  It  was  recog¬ 


nized  by  the  Commission  that  the  medical  needs  of  wage 
earners,  including  their  dependents,  in  fixed  income  levels, 
could  be  met  in  many  ways  which  differed,  one  from  the 
other,  both  with  respect  to  the  scope  of  medical  services 
provided  and  the  methods  by  which  such  services  were 
distributed,  supervised  and  paid  for. 

“Compulsory  health  insurance,  therefore,  should  be  con¬ 
sidered  in  the  light  of  its  development  in  foreign  coun¬ 
tries,  the  applicability  of  such  development  to  New  York 
State,  and  its  relationship  to  other  methods  of  distribu¬ 
ting  medical  care  which  might  be  more  appropriate  to  the 
conditions  prevailing  in  New  York  State.  Hence,  the 
studies  made  by  the  Commission  of  existing  and  pro¬ 
posed  schemes  for  public  provision  of  medical  care,  and 
studies  of  voluntary  hospital  service  and  medical  care 
Insurance  programs,  should  be  carefully  considered,  to¬ 
gether  with  the  private  practice  of  medicine,  in  the 
evaluation  of  this  study  of  compulsory  health  insurance. 

“Due  consideration  was  given  by  the  Commission  to  the 
possible  social  and  economic  implications  for  New  York 
State  of  a  compulsory  health  insurance  scheme.  To 
reveal  these  implications,  estimates  were  made  with  re¬ 
spect  to  the  extent  of  coverage  and  the  probable  costs  to 
the  insured  wage  earner,  industry  and  the  State  govern¬ 
ment,  by  a  hypothetical  application  of  the  provisions  of 
the  Compulsory  Health  Insurance  Bill  introduced  by  the 
Honorable  Robert  F.  Wagner,  Jr.,  in  the  1939  session  of 
the  New  York  State  Legislature. 

“2.  Studies  of  the  relative  merits  of  existing 
and  proposed  schemes  for  public  provision  of 
medical  care  for  persons  who  are  unable  to  secure 
such  care  for  themselves — and  a  classification  of 
such  schemes  according  to  their  applicability  to 
communities  varying  widely  with  regard  to : 

“a.  Population  composition  and  density; 

“b.  Financial  resources; 

“c.  Existing  formal  public  or  private  medical 
and  health  facilities; 

“d.  Unmet  health  needs. 

“Comment  (RFS-2). — Studies  were  undertaken  by  the 
Commission  to  survey  existing  public  medical  care  admin¬ 
istration  in  counties  with  different  characteristics  as  to 
population,  financial  resources  and  volume  of  existing 
health  and  medical  facilities,  in  order  to  determine  pro¬ 
cedures  and  policies  involved  in  the  provision  of  good 
medical  care  for  the  indigent  and  medically  indigent. 
Practically  all  of  the  field  studies  were  devoted  to  those 
sections  of  the  population  believed  to  have  experienced 
the  greatest  difficulty  in  securing  good  medical  care  for 
themselves,  and  for  whom  government  has  assumed  the 
greatest  responsibility. 

“Throughout  these  studies  emphasis  was  placed  upon 
the  availability,  adequacy  and  quality  of  the  medical 
services  provided  at  public  expense,  together  with  the 
degree  to  which  public  medical  care  programs  were  inte¬ 
grated  with  the  general  health  facilities  in  the  com¬ 
munity. 

“3.  Study  of  the  need  and  advisability  of 
amending  the  Unemployment  Insurance  Law  to 
provide  unemployment  insurance  benefits  for 
wage  earners  temporarily  incapacitated  due  to  ill¬ 
ness.  and  the  evaluation  of  other  aetuarially  sound 
statutory  and  administrative  schemes  for  partial 
restoration  of  income,  for  wage  earners  tempo¬ 
rarily  incapacitated  by  illness.  Due  consideration 
should  be  given  to  the  arguments  for  and  against 
combining  treatment  and  invalidity  certification 
as  dual  functions  of  a  practicing  physician. 
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“Comment  (RFS-3). — The  stuay  made  by  the  Commis¬ 
sion  of  problems  involved  in  proposals  to  provide  partial 
restoration  of  income  for  wage  earners  temporarily  in¬ 
capacitated  by  illness,  revealed  serious  financial  and 
administrative  difficulties.  To  amend  the  Unemployment 
Insurance  Law  to  provide  unemployment  insurance  bene¬ 
fits  for  wage  earners  temporarily  incapacitated  due  to 
illness,  or  to  provide  sickness  benefits  in  cash  by  other 
statutory  provisions,  was  recognized  by  the  Commission 
as  involving  problems  similar  to  those  encountered  in 
the  administration  of  proposed  compulsory  health  insur¬ 
ance  schemes — with  similar  implications  with  respect  to 
increased  costs  to  the  insured,  industry  and  the  State. 
This  problem  was  further  complicated  by  the  reluctance 
of  the  medical  profession  to  recognize  the  propriety  of 
combining  treatment  and  invalidity  certification  as  dual 
responsibilities  of  a  practicing  physician. 

“4.  Studies  of  voluntary  hospital  service  and 
medical  care  insurance  programs  and  the  extent 
to  which,  in  the  light  of  the  amended  Constitution 
of  the  State  of  New  York,  they  protect  her  citizens 
against  the  hazards  of  sickness.  Also,  an  appraisal 
should  be  made  of  the  relative  significance  of 
commercial  health  and  hospital  expense  insur¬ 
ance,  in  relation  to  non-profit  voluntary  plans  in 
operation. 

“Comment  (RFS-4). — The  Commission  has  conducted 
a  broad  study  dealing  with  many  aspects  of  health  insur¬ 
ance,  both  compulsory  and  voluntary.  It  has  studied  the 
extension  of  voluntary  hospital  service  plans  and  the 
initiation  of  voluntary  non-profit  medical  care  insurance 
programs,  and  has  weighed  the  relative  significance  of 
these  non-profit  voluntary  plans  with  the  commercial 
health  and  hospital  expense  insurance  schemes,  which 
have  been  available  to  the  public  in  one  form  or  another 
for  a  great  many  years.  Consideration  was  also  given  in 
these  studies  to  the  cost  of  such  programs,  the  degree  of 
health  protection  furnished  by  each,  and  the  relation  in 
terms  of  their  availability  the  various  economic  groups 
of  the  population. 

“5.  Special  studies  in  the  field  of  mental 
hygiene,  school  hygiene  and  child  guidance,  to 
determine  the  possibility  of  a  coordinated  applica¬ 
tion,  in  sequence,  of  the  principles  of  modern 
preventive  and  protective  science,  to  the  end  that 
an  opportunity  may  be  provided  for  normal 
development  on  the  basis  of  the  physical  and 
mental  equipment  found  in  each  child. 

“Comment  (RFS-5). — The  Commission  recognizes  the 
broad  implications  of  any  program  designed  to  provide  for 
the  normal  development  of  each  child  on  the  basis  of  his 
physical  and  mental  equipment.  Such  a  program  implies 
a  high  degree  of  coordination  between  functions  now  exer¬ 
cised  by  several  different  State  and  local  agencies,  and 
should  be  studied  further.  The  problems  involved  in  the 
fields  of  mental  hygiene,  school  hygiene  and  child  guidance 
should  be  subjects  of  serious  consideration  by  the  inter¬ 
departmental  councils  suggested  in  Preliminary  Recom¬ 
mendation  No.  1  above.  Neglect  of  these  problems  may 
be  one  of  the  causes  for  the  present  constant  increase  in 
the  population  of  the  mental  hospitals  maintained  by  the 
State,  which  require  disproportionate  increases  in  expen¬ 
ditures  for  their  maintenance. 

“6.  Development  of  a  school  health  program, 
in  accordance  with  the  best  modern  scientific 
standards,  and  its  integration  in  a  comprehensive 
long  range  health  program  both  for  the  commun¬ 
ity  and  for  the  individual.  Due  consideration 


should  be  given  to  the  desirability  of  providing 
for  each  child,  a  continuity  of  health  supervision 
to  assure  prompt  medical,  surgical  and  corrective 
services,  when  needed — from  infancy,  through 
childhood  and  adolescence  to  maturity. 

“Comment  (RFS-6). — The  necessity  of  a  coordination 
of  existing  school  health  services  with  a  long  range  health 
program  was  indicated  through  several  studies  made  by 
the  Commission.  The  question  posed  as  to  the  relative 
importance  of  the  educational  and  medical  phases  of 
school  health  examinations  was  carefully  considered. 
Although  from  a  pedagogical  point  of  view  health  ex¬ 
aminations  are  considered  part  of  the  educational  process, 
health  supervision  by  way  of  medical  examination,  with 
the  appropriate  medical  and  surgical  corrective  services 
to  be  rendered  if  necessary,  seemed  to  be  a  basic  fact  to 
be  considered  in  evaluating  a  school  health  program. 
Studies  made  by  other  investigating  agencies  have  re¬ 
vealed  that  considerable  sums  of  State  money  are  spent  to 
conduct  present  school  health  programs  varying  widely 
in  scope  and  effectiveness.  Due  consideration  should  be 
given  to  the  health  protection  provided  under  these 
school  health  programs  in  proportion  to  the  expenditures 
therefor. 

“7.  Studies  of  the  need  for  additional  expan¬ 
sion  of  governmental  health  and  medical  care 
services  to  meet  special  health  problems  such  as : 

‘  ‘  a.  Pneumonia  control ; 

‘  ‘  b.  Cancer  control ; 

“c.  Syphilis  control; 

“d.  Tuberculosis  control — including  hospitali¬ 
zation,  rehabilitation,  and  after  care ; 

“e.  Dental  care  and  dental  hygiene,  especially 
for  children; 

“f.  Drug  addiction  control,  including  the  pro¬ 
vision  of  a  State  farm  colony  for  treatment  and 
rehabilitation  of  addicts; 

“g.  Physical  rehabilitation  and  social  adjust¬ 
ment  for  permanently  handicapped  children,  as 
an  integral  part  of  the  existing  State  and  local 
program  for  the  care  of  remediable  crippled 
children ;  and 

“h.  Care  of  chronic  illness  and  infirmity, 
including  adult  physical  rehabilitation  for  restora¬ 
tion  of  earning  capacity. 

“Comment  (RFS-7). — Each  of  the  special  health  prob¬ 
lems  referred  to  in  this  recommendation  have  been  sub¬ 
jects  of  study  by  the  State  Department  of  Health  which 
has  responsibility  for  the  administration  of  these  State 
sponsored  programs.  Therefore,  the  Commission  to  avoid 
expensive  duplication  of  effort,  has  not  made  detailed 
studies  of  each  individual  problem  but  has  considered 
these  problems  in  their  relationships  to  a  number  of  the 
broad  studies  which  it  has  conducted  during  the  current 
year.  While  separate  progress  reports  are  presented  with 
respect  to  recent  developments  in  a  number  of  these  dis¬ 
ease  control  programs,  the  factors  involved  in  chronic  ill¬ 
ness  and  infirmity  have  been  given  special  emphasis  in 
the  Commission’s  studies  relating  to  medical  care  in  wel¬ 
fare  districts  and  patients  discharged  from  hospital  wards. 

“8.  Studies  of  the  need  for  diagnostic  labora¬ 
tory,  and  consultant  and  specialist  services,  as 
well  as  a  modern  clinical,  diagnostic  and  thera¬ 
peutic  armamentarium  available  to  all  physicians, 
through  public  facility,  if  necessary.  In  meeting 
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this  need,  consideration  should  be  given  to  the  full 
utilization  of  existing  approved  general  hospitals. 

“Comment  (RFS-8). — The  extent  of  the  need  for  diag¬ 
nostic  laboratory,  and  consultant  and  specialist  services, 
together  with  the  role  of  general  hospitals  in  meeting 
such  needs  is  revealed  in  a  number  of  major  studies  made 
by  the  Commission.  Special  consideration  was  given  to 
the  problems  involved  in  the  extension  of  .laboratory 
services. 

“9.  The  study  of  administrative  and  jurisdic¬ 
tional  control  by  various  agencies  of  State  and 
local  government  over  public  health  and  medical 
care  activities  to  determine  the  advisability  of 
consolidation  and  eradication  of  overlapping  con¬ 
trols,  in  the  interests  of  efficiency  and  economy. 

“Comment  (RFK-9). — The  Commission’s  studies  of 
medical  care  in  welfare  districts,  and  medical  care  pro¬ 
grams  operated  by  departments  of  public  welfare,  as  well 
as  related  factors  involved  in  the  study  of  patients  in 
hospital  wards,  required  an  examination  of  the  various 
administrative  agencies  of  State  and  local  government  as¬ 
suming  responsibility  for  meeting  the  demands  for  public 
health  and  medical  care.  These  studies  reemphasized  the 
desirability  of  active  interdepartmental  councils  on 
State  and  local  levels  to  coordinate  and  simplify  present 
methods  of  public  health  and  medical  care  administration. 

“10.  Establishment  of  comprehensive  health 
and  medical  care  administrative  facilities  on  a 
broad  basis — by  promotion  of  county  health 
departments — or  by  establishment  of  a  county 
medical  administration,  as  a  subdivision  of  State 
health  and/or  welfare  districts,  or  as  a  part  of  a 
decentralized  administrative  authority,  specifi¬ 
cally  designed  to  carry  out  a  unified  long  range 
preventive  and  curative  health  program  in  the 
State  of  New  York. 

“Comment  (RFS— 10). — The  deliberations  and  studies 
of  the  Commission  and  a  careful  review  of  the  develop¬ 
ment  of  the  health  and  medical  services  in  the  State  dur¬ 
ing  the  past  twenty-five  years  indicate  the  statutory, 
political  and  administrative  barriers  to  the  establishment 
of  comprehensive  health  and  medical  care  administrative 
facilities.  Consolidation  of  existing  local  administrative 
facilities  requires  a  new  approach  with  the  development 
of  a  basic  pattern  of  administration  sufficiently  flexible  to 
permit  adaptation  of  the  details  to  meet  the  particular 
health  and  medical  care  needs  of  the  community — without 
impairment  of  the  full  and  effective  use  of  qualified 
medical  and  health  facilities  already  established. 

“The  study  of  medical  care  programs  operated  by  wel¬ 
fare  departments  has  resulted  in  the  development  of  such 
a  pattern  for  the  use  of  local  counties  and  cities,  the  basic 
requirement  of  which  is  medical  direction,  by  a  qualified 
physician,  of  all  efforts  to  provide  necessary  preventive 
and  curative  services  for  persons  accepted  for  care  at 
public  expense.  The  value  of  the  integration  or  consoli¬ 
dation  of  such  a  program  with  a  county  health  admin¬ 
istration  should  be  carefully  considered  in  the  develop¬ 
ment  of  a  long  range  health  preventive  and  curative  pro¬ 
gram  for  the  State  of  New  York.” 

HEALTH  IN  THE  DEFENSE  PROGRAM 

'While  work  was  continuing  along  the  lines  indi¬ 
cated  by  the  Recommendations  for  Further  Study,  the 
international  situation  was  such  that  the  Government 
of  the  United  States  began  to  enter  upon  a  precedent- 


shattering  program  of  National  Defense  in  order  to 
insure  its  liberties  and  its  rights  in  a  jungle-like  world. 

On  July  17,  1940,  pursuant  to  the  suggestion  of  the 
then  Governor  Herbert  H.  Lehman,  Lieut.  Governor 
Charles  Poletti,  acting  in  his  capacity  as  State  Coordi¬ 
nator  for  National  Defense,  wrote  the  following  letter 
to  Chairman  of  the  Health  Commission : 

STATE  OF  NEW  YORK 
ALBANY 

Charles  Poletti 
Lieutenant  Governor 

July  17,  1940 

My  dear  Assemblyman  Mailler: 

As  a  result  of  our  conference,  and  in  accordance 
with  the  letter  sent  you  by  Governor  Lehman,  I  would 
propose,  in  my  capacity  as  State  Coordinator  for 
National  Defense,  that  your  Commission  assist  us  by 
assemblying  and  analyzing  data  relative  to  the  health 
resources  of  our  State. 

This  work  by  your  Commission  will  help  make  it 
possible  to  develop  a  plan  whereby  the  health  require¬ 
ments  of  the  armed  forces  can  be  met  without  serious 
disruption  to  the  maintenance  of  adequate  health 
services  of  civilian  communities,  especially  industrial 
centers. 

Pertinent  data  should  include  information  con¬ 
cerning  all  available  medical  personnel,  their  qualifica¬ 
tions,  ages  and  adaptability  for  either  military  or  civil 
duty,  together  with  their  proper  distribution  in  order 
to  provide  adequate  medical  services  to  the  civilian 
population  in  the  event  of  an  emergency. 

Similar  data  should  be  obtained  concerning  the  nurs¬ 
ing  profession  in  both  the  field  of  public  service  and 
in  private  practice.  From  all  the  hospitals  of  the  State 
you  could  obtain  information  concerning  their  present 
capacity,  facilities,  equipment,  personnel  and  what 
expansion  of  bed  facilities  could  be  undertaken  with¬ 
out  the  necessity  of  additional  construction. 

It  is  very  important  to  us  to  ascertain  in  what 
manner  and  to  what  extent  a  national  emergency 
would  affect  the  staff  and  personnel  of  the  hospital  in 
so  far  as  their  physicians  and  nurses  might  be  required 
for  military  duty,  and  how  their  mobilization  would 
react  on  the  efficiency  of  these  hospitals. 

In  conducting  this  work,  may  I  make  it  plain  that 
the  above  are  merely  suggestive  and  I  am  relying  upon 
your  judgment  and  discretion  to  secure  pertinent 
information  from  groups  in  allied  fields  of  health. 

We  expect  you  to  make  full  use  of  the  many  agencies, 
both  public  and  voluntary,  at  federal,  state  and  local 
levels,  who  are  already  organized  for  health  services 
and  who  are  at  the  present  time  conscious  of  their 
responsibilities  in  a  national  emergency.  These 
agencies  will  undoubtedly  be  very  pleased  to  cooperate 
with  the  work  you  contemplate  doing  in  behalf  of  the 
State. 

Yours  sincerely, 

(Signed)  CHARLES  POLETTI, 
State  Coordinator  of  National  Defense. 
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The  Commission  realized  that  the  following  prob¬ 
lems  might  arise  which  would  require  organization 
and  coordination  on  the  State  and  local  levels  of  the 
efforts  of  various  health  groups : 

The  establishment  of  a  plan  whereby  communities 
would  not  be  depleted  of  physicians  and  specialists  in 
the  event  of  a  national  emergency; 

The  forming  of  mobile  emergency  squads  of  physi¬ 
cians,  surgeons  and  nurses  capable  of  being  immedi¬ 
ately  transported  to  any  area  experiencing  a  catas¬ 
trophe  ; 

A  program  of  medical  care  to  guard  the  physical 
fitness  of  workers  in  the  productive  war  industries ; 

The  commissioning  of  certain  leaders  in  the  medical 
profession  as  instructors  in  military  surgery; 

A  coordinated  plan  of  health  instruction  for  the 
civilian  population  in  preventive  medicine,  sanitation, 
and  emergency  first  aid ; 

A  ready  supply  of  drugs,  surgical  supplies  and 
serums  for  all  communities ; 

A  speedy  physical  examination  and  classification  of 
industrial  workers  and  the  rehabilitation  of  those  with 
physical  defects ; 

Cautions  to  safeguard  the  water  supplies  and  sew¬ 
age  disposal  systems,  and  the  creation  of  auxiliary 
water  supplies; 

The  maintenance  of  a  balanced  diet  for  the  public 
and  the  use  of  adequate  substitutes  in  the  event  of  a 
food  shortage; 

The  rapid  immunization  of  the  public  against  such 
diseases  as  typhoid,  smallpox,  tetanus  and  diphtheria ; 

In  the  event  of  invasion,  diseases  not  now  prominent 
in  the  country  might  appear  and  would  have  to  be 
efficiently  dealt  with.  These  diseases  might  include 
epidemic  typhus,  cholera,  yellow  fever  and  malaria ; 

The  mobilization  of  resources  to  combat  an  extensive 
epidemic  of  influenza ; 

The  maintenance  of  control  methods  for  venereal 
diseases ; 

Accomplishing  an  orderly  evacuation  of  the  civilian 
population  with  due  regard  for  essential  health 
services,  and  in  a  manner  that  would  not  interfere  with 
the  military  forces ; 

The  prevention  of  panic  among  the  civilian  popula¬ 
tion  and  the  utilization  of  all  necessary  safeguards 
against  the  hazards  of  enemy  attack ; 

The  insuring  of  adequate  public  health  nursing 
services  for  each  community; 

The  maintenance  of  schools  for  the  training  of 
nurses  in  their  expanded  duties; 

Planning  in  agreement  with  the  military  organiza¬ 
tion  concerning  which  hospitals  might  be  comman¬ 
deered  by  the  military. 

It  is  interesting  to  note  that  by  the  middle  of  1943 
active  programs  under  the  direction  of  various  offi¬ 
cial  and  voluntary  agencies  existed  in  practically  every 
one  of  the  above  fields,  except  in  those  of  medical  care 
to  guard  physical  fitness  of  workers  and  rehabilitation. 

On  July  30,  1940,  at  the  Academy  of  Medicine,  New 
York  City,  the  Commission  held  a  Health  Mobilization 


conference  at  which  there  were  present,  in  addition  to 
members  of  the  Commission  and  the  Commission  staff, 
representatives  of  the  Association  of  American 
Medical  Colleges,  The  Hospital  Association  of  Greater 
New  York,  The  Hospital  Association  of  New  York 
State,  The  Medical  Society  of  New  York  County,  The 
Medical  Society  of  the  State  of  New  York,  American 
Federation  of  Nurses,  American  Public  Health  Asso¬ 
ciation,  American  Red  Cross,  National  Association  of 
Public  Health  Nurses,  New  York  City  Department 
of  Health,  New  York  State  Association  of  Approved 
Laboratories,  New  York  State  Department  of  Health, 
New  York  State  Medical  Association  Bulletin,  New 
York  State  Nurses’  Association,  and  Westchester 
County  Department  of  Health.  A  very  careful 
analysis  of  the  possibilities  that  might  develop  during 
the  national  emergency  and  the  steps  that  might  be 
taken  to  meet  them  were  thoroughly  discussed  and 
explored.  Realizing  the  fundamental  necessity  of 
approaching  these  problems  on  a  local  as  well  as  a 
State  basis,  the  conference  felt  that  there  was  an 
urgent  need  for  an  official  Health  Preparedness  Com¬ 
mittee  in  each  county  of  the  State,  to  properly  appraise 
and  help  to  meet  the  various  community  health  needs. 
Chairman  Mailler  appointed  an  Advisory  Committee 
to  the  Health  Preparedness  Commission,  which  met  on 
August  13,  1940  at  the  Academy  of  Medicine,  and 
which  sent  recommendations  to  Lieut.  Governor 
Poletti  that  local  Health  Preparedness  Committees  be 
formed  in  every  community  of  the  State.  These 
instructions  were  approved  and  action  authorized 
thereon.  On  October  3,  1940,  Chairman  Mailler  sent 
a  letter  and  instructions  to  all  chairmen  of  boards  of 
supervisors  or  county  executives  in  the  State  relative 
to  the  establishment  of  local  Health  Preparedness 
Committees.  The  process  of  the  organization  of  these 
local  committees  was  begun,  instructions  were  sent  to 
their  local  Chairman,  and  the  Chairman  of  the  Com¬ 
mission  and  members  of  the  staff  made  personal  visits 
to  various  communities  to  stimulate  interest  in  their 
activating  the  work  of  these  committees.  By  December 
7,  1941,  fifty-four  Health  Preparedness  Committees 
in  various  counties  had  been  personally  addressed  by 
the  Chairman  of  the  Commission  and  members  of  its 
staff.  The  initial  work  of  the  Commission  in  the  field  of 
Health  Preparedness  is  set  forth  in  Legislative  Docu¬ 
ment  (1941)  No.  43,  Special  Report  of  the  New  York 
State  Commission  to  Formulate  a  Long  Range  Health 
Program  on  Health  Mobilization  for  Defense,  sub¬ 
mitted  to  the  Legislature,  January  10,  1941. 

Another  phase  of  the  Commission’s  work  that  was 
carried  on  at  this  time  dealt  with  the  hospital  care  of 
the  mentally  ill.  In  1940  it  was  asked  by  Governor 
Lehman  to  consider  the  problems  involved  in  connec¬ 
tion  with  the  proposed  demolition  of  Manhattan  State 
Hospital  on  Ward’s  Island  in  1943.  A  subcommittee 
was  appointed  to  study  the  problems  surrounding  the 
proposed  demolition  of  the  hospital,  and  proceeded 
to  act  by  gathering  data,  by  field  visits  and  by  holding 
an  all-dav  conference  on  February  7,  1941,  of  persons 
interested  in  the  subject.  Over  forty  persons  testified. 
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including  former  Governor  Alfred  E.  Smith.  As  a 
result  of  the  Commission’s  recommendations,  the  time 
of  demolition  of  the  hospital  was  extended  from  1943 
to  1948.  The  Commission  also  found  that  there  was  a 
need  for  a  State  institution  to  care  for  acutely  ill 
mental  patients  from  New  York  City  within  the 
metropolitan  area  because  of  the  hazard  involved  in 
transporting  these  patients  to  distant  institutions.  It 
was  believed  that  one  or  more  multi-storied  institutions 
should  be  considered.  In  1946  arrangements  were 
made  with  New  York  City  whereby  the  Island  would 
be  used  for  parks  and  playgrounds  and  part  for  a 
hospital,  and  legislation  was  passed  to  effect  this 
change.  As  part  of  the  State’s  Postwar  Public  Works 
Program  a  mental  hospital  with  beds  for  3,160  patients 
will  be  erected  on  Ward’s  Island. 

In  view  of  its  activity  relative  to  Manhattan  State 
Hospital  and  the  State  Department  of  Mental  Hygiene 
generally,  the  Commission  was  asked  by  Governor 
Lehman  in  1941  to  make  a  thorough  study  of  the 
manner  in  which  reimbursement  was  being  made  to  the 
State  of  the  cost  and  maintenance  of  inmates  of  State 
mental  institutions.  He  was  of  the  opinion  that  in 
view  of  the  cost  to  the  State  of  the  entire  mental 
hygiene  program  that  the  State  was  not  securing  as 
much  reimbursement  as  might  be  possible  from  those 
responsible  under  the  law  to  pay  the  cost  of  such  care 
for  their  relatives  in  these  institutions.  An  inquiry 
was  begun  and  a  thorough  and  detailed  study  of  the 
operation  of  the  Bureau  of  Reimbursement  in  the 
Department  of  Mental  Hygiene  was  made.  A  number 
of  conferences -were  held  with  the  officials  concerned, 
who  finally  suggested  a  plan  to  increase  collections, 
necessitating  however  an  additional  appropriation  of 
$100,000  in  their  next  annual  budget.  An  immediate 
sum  of  $6,000  was  needed  to  try  this  plan  on  an  experi¬ 
mental  basis  to  determine  its  workability  and  value. 
Through  the  efforts  of  Chairman  Mailler,  a  Certificate 
of  Intent  was  secured  for  $6,000  and  the  Department 
of  Mental  Hygiene  was  enabled  to  proceed  with  its 
experiment.  As  a  result  of  the  expenditure  of  $6,000 
invested  experimentally,  the  State  collected  over 
$50,000  in  delinquent  accounts  and  the  foundation 
was  laid  upon  which  the  Reimbursement  Bureau  of 
the  Department  of  Mental  Hygiene  was  radically 
reformed,  with  the  resultant  increase  in  its  collections 
amounting  to  hundreds  of  thousands  of  dollars  per 
annum. 

STATEWIDE  HEALTH  PREPAREDNESS 
CONFERENCE 

While  work  was  going  on  at  the  local  level  in  the 
various  counties  with  the  local  Health  Preparedness 
Committees,  it  was  deemed  advisable  to  call  a  meeting 
of  all  these  committees,  together  with  the  Commission, 
its  Advisory  Committee  on  Health  Defense,  and 
various  experts  in  the  field  of  health  defense  on  the 
local,  State  and  national  levels.  Accordingly,  on 
March  6,  1941,  a  State-Wide  Health  Preparedness 
Conference,  sponsored  by  the  New  York  State  Defense 
Council  and  the  New  York  State  Health  Commission, 


was  held  in  Chancellor’s  Hall,  Albany,  New  York.  It 
was  of  national  importance  primarily  because,  for  the 
first  time  in  the  health  history  of  New  York  State, 
representatives  of  the  many  official  and  voluntary 
organizations  with  public  health  and  medical  care 
responsibilities  within  the  counties  of  the  State  were 
brought  together,  united  in  a  common  cause,  Health 
Defense.  It  was  obvious  to  all  concerned  that  the  local 
Health  Preparedness  Committees,  despite  their  great 
potentialities  for  service  in  the  emergency  could  not 
function  at  their  maximum  efficiency  unless  some 
method  was  undertaken  to  inform  them,  painstakingly 
and  thoroughly,  of  all  the  important  health  defense 
activities  that  they  could  undertake.  Since  the  satis¬ 
factory  completion  of  their  activities  were,  to  a  major 
degree,  the  responsibility  of  the  various  local  com¬ 
mittees,  it  was  felt  that  a  more  intimate  contact  should 
be  established  among  those  operating  at  the  national, 
State  and  local  levels. 

The  purposes  of  the  conference  were  to  stimulate 
and  encourage  the  health  preparedness  programs  of 
the  local  committees;  to  provide  an  opportunity  for 
the  State  organizations  represented  on  the  Advisory 
Committee  to  outline  desirable  health  preparedness 
programs  for  the  local  committees;  and  to  facilitate 
the  progress  of  the  health  resources  inventory. 

Invitations  were  addressed  to  14  members  of  the 
Commission,  30  members  of  the  Advisory  Committee, 
47  chairmen  (or  designees)  of  the  Health  Prepared¬ 
ness  Committees  in  the  various  counties  and  New  York 
City,  10  chairmen  of  the  boards  of  supervisors  that 
had,  up  until  that  time,  failed  to  report  the  establish¬ 
ment  of  their  local  committees,  6  County  Commis¬ 
sioners  of  Health,  35  Commissioners  of  Health  of  the 
largest  cities  in  the  State,  20  District  State  Health 
Officers,  several  Division  Directors  of  the  State  Depart¬ 
ment  of  Health,  additional  members  of  State  organiza¬ 
tions  and  societies  having  responsibilities  for  health, 
and  executives  of  medical  or  health  programs  in  other 
State  Departments. 

The  conference  was  divided  into  a  morning  session 
in  Chancellor’s  Hall  from  10:00  a.m.  to  12:15  p.m.,  a 
luncheon  session  at  the  Hotel  Ten  Eyck  from  12 :45 
p.m.  to  2  :15  p.m.,  which  was  addressed  by  Governor 
Herbert  H.  Lehman,  in  his  capacity  of  chairman  of  the 
State  Defense  Council,  Lieutenant-Governor  Poletti, 
in  his  capacity  of  State  Coordinator  of  National 
Defense,  and  Dr.  James  A.  Crabtree  of  the  United 
States  Public  Health  Service,  Executive  Secretary  of 
the  Advisory  Health  and  Medical  Committee  of  the 
National  Defense  Council.  The  addresses  of  Governor 
Lehman  and  Lieutenant-Governor  Poletti  were  broad¬ 
cast  over  radio  station  WABY.  The  afternoon  session 
convened  at  Chancellor’s  Hall  at  2:30  p.m.  and 
adjourned  at  5 :00  p.m. 

Governor  Herbert  II.  Lehman  acted  as  Honorary 
Chairman  of  the  Conference.  Lieutenant-Governor 
Poletti  was  Honorary  Vice-Chairman,  and  Assembly- 
man  Lee  B.  Mailler,  Chairman  of  the  New  York  State 
Health  Commission,  was  Presiding  Chairman  at  all 
three  sessions. 
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The  various  papers  and  addresses  and  proceedings 
of  the  conference  were  published  in  Legislative  Docu¬ 
ment  (1941)  No.  64,  Special  Report  of  the  New  York 
State  Commission  to  Formulate  a  Long  Range  Health 
Program  on  the  State- Wide  Health  Preparedness 
Conference  Sponsored  by  the  New  York  State  Defense 
Council  and  The  Health  Commission.  As  a  matter  of 
historical  interest,  it  seems  appropriate  to  quote  at 
this  time  from  the  address  of  Hon.  Herbert  H.  Leh¬ 
man,  the  then  Governor  of  New  York,  when  he  com¬ 
mented  upon  the  work  of  the  Health  Commission. 

“This  conference  is  sponsored  by  the  New  York 
State  Defense  Council  and  the  New  York  State 
Commission  to  Formulate  a  Long  Range  Health 
Program.  I  want  to  express  my  very  great  ap¬ 
preciation  of  the  splendid  work  that  has  been 
done  by  Assemblyman  Mailler  and  his  fellow 
members  of  the  New  York  State  Commission  to 
Formulate  a  Long  Range  Health  Program.  It  is 
one  of  the  best  legislative  commissions  with  which 
I  have  been  familiar,  and  because  of  the  excellence 
of  its  work,  as  has  been  shown  by  painstaking  and 
conscientious  efforts  during  the  past  two  years, 
the  New  York  State  Defense  Council  and  I,  as 
Governor,  have  been  very  happy  indeed  to  place 
in  the  charge  of  the  Commission  all  matters  relat¬ 
ing  to  the  health  of  the  State  of  New  York  in 
connection  with  the  defense  problems  with  which 
we  are  confronted. 

“Assemblyman  Mailler,  I  want  to  express  to 
you  and  your  associates  on  the  committee  my  very 
sincere  and  real  gratitude  for  the  fine  coopera¬ 
tion  which  I  have  had.  I  thank  you  heartily !  ’  ’ 

In  discussing  the  county  Health  Preparedness  Com¬ 
mittees,  Governor  Lehman  had  some  very  pertinent 
observations  to  make : 

“This  brings  me  to  the  important  question  of 
the  function  of  the  county  health  preparedness 
committees,  of  which  most  of  you,  I  think,  are 
members.  It  is  not  my  intention  to  attempt  to 
suggest  a  program  of  activities.  I  presume  you, 
yourselves,  will  have  at  least  laid  the  ground¬ 
work  for  such  a  program  before  this  meeting  is 
over.  I  hope  so  because  the  value  and  effective¬ 
ness  of  the  service  of  your  committees  will  de¬ 
pend  not  only  on  your  interest  as  individuals  and 
your  willingness  to  serve  but  on  your  programs 
being  so  organized  and  coordinated  that  you  will 
all  be  pulling  in  the  same  direction  at  the  same 
time.  The  planning  of  your  program,  then,  is 
your  job ;  but  in  this  connection  there  is  one 
thought  1  want  to  bring  out  and  stress,  and  this 
is  the  most  important  thing  I  have  to  say  to  you : 
We  are  fortunate,  in  this  state,  in  having  already 
established  effective  machinery  for  dealing  with 
health  problems.  We  have  a  well-organized  state 
health  department,  manned  by  persons — physi¬ 
cians,  nurses,  sanitarians,  nutritionists  and 
others — who  have  been  selected  solely  on  the  basis 
of  their  qualifications  for  their  jobs.  The  field 


work  of  the  department  is  organized  on  a  district 
basis — twenty  districts,  each  in  charge  of  a 
trained  and  experienced  medical  officer.  We  have 
a  system  of  state  and  local  laboratories  surpassed 
by  none  in  the  world ;  and  we  have  some  900  local 
health  officers,  all  physicians,  many  now  well 
trained  in  public  health,  and  a  majority  having 
at  least  some  special  training  in  this  field.  It 
would  be  a  mistake  to  claim  that  this  organization 
as  a  whole  is  perfect.  No  organization  is.  It  has 
its  weak  points,  like  all  the  rest.  It  can  be  im¬ 
proved  and,  as  times  goes  on,  undoubtedly  will 
be.  But  in  the  meantime  we  can  say  with  assur¬ 
ance  that  few,  if  any,  other  states  are  as  well  or¬ 
ganize  1  as  we  are  for  protecting  and  promoting 
health. 

The  thought  I  want  to  stress  is  that  the  New 
York  State  Health  Commission  should  not  con¬ 
sider  taking  over  any  activities  which  this  official 
organization  is  carrying  on  or  is  prepared  to 
carry  on.  Your  work  should  supplement  and 
coordinate.  I  conceive  it  to  be  your  function  to 
do  the  necessary  things  which  the  established  or¬ 
ganizations  can  not  do ;  and  in  determining  what 
things  are  necessary  I  believe  you  should  be 
guided  very  largely  by  the  officials  of  the  estab¬ 
lished  organization.  This  will  be  greatly  facili¬ 
tated  by  the  fact  that  you  have  district  state 
health  officers  and  local  health  officers  as  members 
of  your  committees. 

In  conclusion,  there  is  one  thought,  above 
others,  which  should  stimulate  and-  encourage  you 
in  the  important  work  which  you  are  undertaking. 
Many  of  the  things  for  which  we  will  have  to  give 
time,  effort  and  money  in  preparation  for  defense 
will  be  of  passing  value,  but  anything  we  accom¬ 
plish  in  the  protection  and  promotion  of  health 
will  be  lasting.  When  the  threat  of  war  has 
passed  and  world  peace  and  good  will  have  been 
restored,  it  will  be  a  permanent  asset  which  will 
pay  increased  dividends  in  the  years  that  lie 
ahead.” 

The  attitude  of  the  Commission,  insofar  as  the  work 
of  the  local  Health  Preparedness  Committees  has  been 
concerned,  has  been  in  line  with  this  statement  of  Gov¬ 
ernor  Lehman.  In  Legislative  Document  (1941)  No. 
83,  Interim  Report  of  the  New  York  State  Commission 
to  Formulate  a  Long  Range  Health  Program,  the 
intentions  of  the  Commission,  relative  to  these  local 
committees,  were  summarized  in  a  statement  made 
prior  to  the  time  the  Commission  began  its  intensive 
work  in  the  emergency  medical  service  and  allied 
fields : 

“For  the  first  time  in  the  history  of  our  State, 
there  has  been  formed  in  every  county  a  fully  rep¬ 
resentative  group  of  socially-minded  individuals 
who  are  imbued  with  a  common  purpose,  namely : 
to  cooperate  in  safeguarding  and  improving  the 
health  of  their  community.  They  are  specialists 
in  health  fields,  social  workers,  public  officials. 
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representatives  of  voluntary  agencies  and  indi¬ 
viduals  of  strong  social  consciousness.  The  amal¬ 
gamation  of  these  forces,  each  making  its  own 
contribution  to  the  common  cause,  may  crystallize 
the  sentiment  for  the  improvement  of  health  con¬ 
ditions  which  has  been,  in  many  instances,  latent 
in  the  spirit  of  the  community.  An  opportunity 
is  thus  furnished  to  provide  a  forum  for  the  ven¬ 
tilation  of  ideas  and  their  transmutation  into 
action  and  accomplishment  on  a  high  cooperative 
plane.  From  these  local  committees  may  spring 
the  administrative  machinery  by  means  of  which 
the  many  and  varied  local  community  health 
problems  may  be  solved. 

“Medical  care  under  Social  Welfare,  preven¬ 
tive  services  under  local  Health  Departments,  the 
development  and  growth  of  local  hospitals  and  the 
quality  of  medical  care  rendered  by  local  physi¬ 
cians  are  but  a  few  of  the  outstanding  activities 
to  which  these  committees  might  devote  their  at¬ 
tention  as  part  of  their  health  preparedness  func¬ 
tions. 

“Tn  the  process  of  appraising  the  health  needs 
and  services  of  its  own  county,  each  committee 
will  become  aware  of  any  existing  deficiencies 
and  devise  and  apply  its  own  corrective  measures. 

“The  activities  of1  these  local  committees,  their 
findings,  conclusions  and  recommendations  will 
be  carefully  evaluated  and  studied  by  the  Health 
Commission  and  its  Advisory  Committee.  An  in¬ 
valuable  body  of  source  material  on  health  acti¬ 
vity  at  the  community  level  will  thus  be  made 
available  to  anyone  interested  in  these  problems. 
The  central  authority  will  benefit  by  the  experi¬ 
ence  of  the  local  government  and  community 
which,  in  any  long  range  health  program,  must 
be  considered  the  fundamental  basis  of  action. 

“Should  new  social  patterns  develop  in  the 
field  of  health  out  of  the  exigencies  of  the  emer¬ 
gency,  New  York  State  will  be  in  a  position  to 
properly  assay  their  worth  and  take  steps  to 
guide  their  growth  intelligently  and  with  fore¬ 
sight.” 

At  the  same  time  the  Commission  had  not  lost  sight 
of  its  original  purposes.  In  the  same  report,  the  fol¬ 
lowing  comment  was  made  relative  to  its  planning 
activities  generally. 

“From  a  long  range  point  of  view',  the  Com¬ 
mission  finds  itself  confronted  with  problems 
involving  both  health  and  social  evolution.  It  is 
cognizant  of  the  fact  that  each  and  every  health 
service  that  it  has  examined  is  merely  part  of  a 
vast  tapestry,  the  threads  of  which  are  so  en¬ 
twined  as  to  affect  and  react  upon  each  other.  Nu¬ 
trition  and  the  distribution  of  surplus  foods, 
recreation,  physical  education,  housing,  adequate 
medical  care,  public  health  nursing,  school  health 
services,  hospitalization,  maternal  and  child  -wel¬ 
fare  services,  tuberculosis  and  venereal  disease 
control  services,  industrial  hygiene  and  work¬ 
men’s  compensation,  health  education  and  envi¬ 


ronmental  sanitation  and  the  control  of  communi¬ 
cable  diseases — to  mention  a  few  health  fields  su¬ 
perficially  dissimilar — are  all  manifestations  of 
man’s  effort  in  his  war  upon  disease. 

‘  ‘  There  is  little  clarity  or  symmetry  in  the  vast 
number  of  governmental  agencies  in  the  health 
field — be  they  Federal,  State,  County,  City,  Town, 
or  Village.  The  same  is  true  of  the  multiplicity 
of  voluntary  agencies  operating  in  similar  areas. 
It  is  difficult  to  catalogue  and  differentiate  them 
in  a  manner  that  does  not  show  immense  overlap¬ 
ping  and  duplication.  To  plan  for  the  future  re¬ 
quires  objective  analysis  and  study.  It  would  not 
be  very  difficult  to  construct  on  paper  a  long 
range  health  plan  which  would  be  logical,  com¬ 
plete  and  effective,  both  clinically  and  adminis¬ 
tratively.  We  find,  however,  as  a  practical  propo¬ 
sition,  the  ground  occupied,  but  by  no  means  cov¬ 
ered,  with  a  variety  of  existing  health  services. 
These  services,  each  with  its  own  purpose  and 
degree  of  efficiency,  have  growm  up  or  been  estab¬ 
lished  in  a  piece-meal,  independent  and  more  or 
less  haphazard  fashion.  As  a  result,  there  is 
overlapping  and  unnecessary  complication  and 
duplication,  and  yet  gaps  exist  in  the  provisions 
needed  for  a  reasonably  complete  medical  care 
and  public  health  service.  Moreover,  the  question 
arises  as  to  whether  certain  existing  areas  of 
health  administration  are  suitably  and  properly 
placed  from  a  departmental  point  of  view.  Any 
proposal  for  reform,  how'ever,  must  take  into  con¬ 
sideration  the  historical  and  practical  circum¬ 
stances  which  have  brought  them  into  being. 

“Therefore,  in  formulating  a  long  range  health 
program  for  the  State,  the  Commission  seeks  to 
recognize  existing  conditions  and  circumstances 
so  as  to  adjust,  modify  and  extend  present  serv¬ 
ices  and  administrative  arrangements  to  produce 
as  far  as  possible  effective  coordination  and  unifi¬ 
cation.  Should  any  new  system  for  distributing 
medical  care  be  promulgated  by  lawr,  due  consid¬ 
eration  must  be  given  existing  governmental  and 
voluntary  agencies  performing  health  functions.” 

EMERGENCY  MEDICAL  SERVICE  AND 
RELATED  ACTIVITIES  IN  WARTIME 

When  the  Commission  was  continued  under  chapter 
483  of  the  Laws  of  1941,  the  statute  stated: 

“  .  .  .  the  commission  hereby  continued  shall 
have  the  power,  and  it  shall  be  its  duty,  on  its  own 
motion  or  upon  the  request  of  the  governor  or  of 
the  New  York  state  council  of  defense,  to  under¬ 
take,  supervise  or  direct  (a)  the  making  of  studies, 
surveys  and  analyses  of  the  nature,  extent,  loca¬ 
tion  and  availability  for  use  of  the  health  facilities 
and  resources  of  the  state  and  (b)  the  formula¬ 
tion  and  execution  of  plans  for  organization, 
coordination  and  mobilization  of  all  services  and 
skills  pertaining  to  health  for  state  and  national 
defense  purposes,  and  for  the  coordination  of  all 
activities  affecting  health  or  related  thereto.” 
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Pursuant  to  this  authority  on  June  17,  1941,  at  the 
suggestion  of  Lieutenant-Governor  Poletti  as  State 
Coordinator  for  National  Defense,  the  Commission’s 
name  was  changed  to  the  “New  York  State  Health 
Preparedness  Commission”  and  thereafter  it  was 
designated  as  the  Health  and  Medical  Section  of  the 
State  Council  of  Defense. 

As  a  result  of  this  work  at  the  local  level  with  the 
Health  Preparedness  Committees,  the  foundation  was 
laid  upon  which  was  later  built  the  Emergency  Medi¬ 
cal  Service  of  the  State,  which  eventually  became  one 
of  the  principal  fields  of  the  Commission’s  activities 
during  the  war. 

Since  the  local  Health  Preparedness  Committees 
were  voluntary  in  nature  and  advisory  in  function, 
considerable  time  and  effort  were  spent  in  order  to 
give  them  their  initial  impetus.  With  the  advent  of 
EMS  and  its  formation,  greater  interest  was  mani¬ 
fested  as  the  Health  Preparedness  Committees  acted 
as  advisory  bodies  to  the  local  Chiefs  of  EMS. 

The  work  of  the  Commission  in  the  Emergency 
Medical  Service  and  its  collateral  and  related  activi¬ 
ties  are  fully  set  forth  in  two  commission  reports, 
Legislative  Document  (1942)  No.  64,  1941-1942  Re¬ 
port  of  the  New  York  State  Commission  to  Formulate 
a  Long  Range  Program — Health  Preparedness  Com¬ 
mission — and  Legislative  Document  (1943)  No.  75, 
1942-1943  Report  of  the  New  York  State  Commission 
to  Formulate  a  Long  Range  Health  Program,  also 
known  as  New  York  State  Health  Preparedness  Com¬ 
mission. 

In  June,  1941,  Dr.  George  Baehr  of  New  York  City, 
who  has  been  a  member  of  the  Commission  since  July, 
1939,  and  an  active  participant  in  its  State-wide  health 
preparedness  activities,  was  appointed  Chief  Medical 
Officer  of  the  United  States  Office  of  Civilian  Defense. 
This  was  an  excellent  selection  from  the  point  of  view 
of  New  York  State  as  represented  by  the  Commission, 
and  the  Federal  Government.  Because  of  his  partici¬ 
pation  in  the  work  of  the  Commission  and  his  other 
varied  activities  in  the  health  field,  including  member¬ 
ship  in  the  New  York  State  Public  Health  Council,  he 
has  a  thorough  background  of  conditions  relative  to 
health  facilities  and  personnel  in  New  York  State. 
His  appointment  meant  that  New  York  State,  in  the 
medical  aspects  of  civilian  defense,  would  be  dealing 
with  a  Federal  official  who  was  already  oriented  in  its 
problems,  cognizant  of  the  steps  that  had  already  been 
taken  to  help  solve  them,  and  ready  to  cooperate  and 
assist  in  every  possible  way.  To  anyone  experienced 
in  the  ramifications  and  complications  that  sometimes 
occur  in  Federal-State  relationships,  the  importance 
of  this  can  be  well  appreciated.  The  complete  har¬ 
mony  that  existed  between  the  Medical  Division  of  the 
Federal  Office  of  Civilian  Defense  and  the  Health  and 
Medical  Section  of  the  New  York  State  War  Council 
was  directly  attributable  to  Dr.  Baehr ’s  appointment. 

The  then  State  Director  of  Civilian  Protection,  Gen¬ 
eral  John  J.  0  ’Ryan,  Dr.  Baehr,  Assemblyman  Mailler, 
and  members  of  the  Commission  staff,  conferred  on 
July  7,  1941  concerning  the  work  of  the  Commission 


in  the  creation  and  activation  of  the  local  Health  Pre¬ 
paredness  Committees,  their  use  under  proposed  Fed¬ 
eral  plans  and  patterns  for  emergency  medical  services 
to  be  developed  in  the  local  areas,  the  integration  of 
the  work  of  the  Commission  with  the  Civilian  Protec¬ 
tion  Division  of  the  State  Defense  Council  and  other 
problems  which  might  arise  in  the  field  of  medical  care 
and  health  because  of  emergency  conditions. 

As  a  result  of  this  conference,  a  liaison  was  estab¬ 
lished  between  the  State  Office  of  Civilian  Protection 
and  the  regional  office  of  the  Medical  Division  of  the 
Federal  Office  of  Civilian  Defense.  In  this  way  proper 
relationships  were  maintained  and  it  was  possible  for 
the  Commission  to  get  a  true  perspective  of  the  State 
picture  as  a  whole,  particularly  in  relation  to  the  Fed¬ 
eral  administrative  machinery  and  field  of  action.  At 
the  same  time,  organizational  work  was  going  on  where 
it  was  most  vital  and  necessary — at  the  local  level — 
through  the  local  Health  Preparedness  Committees. 

Thereafter,  on  September  2,  1941,  the  then  Gov¬ 
ernor,  Herbert  IT.  Lehman,  as  Chairman  of  the  New 
York  State  council  of  Defense,  sent  a  letter  to  each 
local  Defense  Council  Chairman  in  the  State  asking 
him  to  appoint  a  local  Chief  of  Emergency  Medical 
Service. 

The  creation  and  activation  of  the  Emergency  Medi¬ 
cal  Service  was  a  task  of  considerable  proportion, 
particularly  since  practically  all  of  those  engaged  in 
it  were  working  on  a  voluntary  basis.  After  Pearl 
Harbor,  the  apathy  that  had  existed  in  some  areas 
towards  the  Emergency  Medical  Service  changed  over¬ 
night  to  an  intense  desire  to  accomplish  results.  For¬ 
tunately,  the  foundation  of  the  Emergency  Medical 
Service  had  been  laid  in  the  creation  of  the  local 
Health  Preparedness  Committees.  Had  they  not 
existed,  the  work  would  have  been  much  more  difficult 
and  much  precious  time  lost. 

The  Emergency  Medical  Service  was  fundamentally 
based  on  local  organization.  National  and  State  plan¬ 
ning  helped  to  give  it  fbrm  and  direction,  but  without 
the  cooperation  rendered  by  the  various  communities 
of  the  State,  it  would  have  been  practically  impossible 
to  have  created  and  implemented  the  Emergency  Medi¬ 
cal  Service.  Many  public  and  voluntary  organizations 
were  of  invaluable  assistance  in  this  work.  The  Com¬ 
mission  wishes  once  more  to  express  its  gratitude  and 
appreciation  to  all  the  individuals  and  groups  who 
made  it  possible  to  set  up  this  organization  so  neces¬ 
sary  for  the  protection  of  the  lives  of  the  citizens  of 
New  York  State. 

The  excellent  cooperation  and  assistance  which  these 
persons  rendered  to  the  State,  district  and  local  Chiefs- 
of  Emergency  Medical  Service  was  of  vital  importance. 
The  work  of  the  doctors,  nurses  and  hospital  staffs  is 
particularly  to  be  commended  in  this  connection.  In 
each  local  community,  Emergency  Medical  Service 
represented  long  hours  of  labor  on  the  part  of  groups 
who  acted  wholly  on  a  voluntary  basis.  Drills  during 
night  blackouts,  frequently  under  bad  weather  condi¬ 
tions,  increased  the  personal  sacrifices  undergone  by 
them.  All  of  this  was  further  intensified  by  the 
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increasing  load  that  was  placed  upon  the  members  of 
the  Emergency  Medical  Service  because  of  the  fact 
that  the  armed  forces  continued  to  take  professional 
medical  and  nursing  personnel  in  increasing  numbers. 
This  added  to  the  burden  borne  by  those  remaining 
behind  who  carried  on  the  work  of  Emergency  Medi¬ 
cal  Service  in  addition  to  meeting  the  regular  peace¬ 
time  community  needs  for  health  service. 

Emergency  Medical  Service  brought  with  it  a  host 
of  collateral  activities  and  their  related  problems.  The 
Commission  found  itself  engaged  in  a  task  that 
required  considerable  public  relations  work  in  addi¬ 
tion  to  actual  creative  planning  of  administrative 
machinery.  Availability  of  physicians,  hospital  facili¬ 
ties  and  nursing  services,  blood  and  plasma  reserves, 
training  of  physicians  in  the  treatment  of  wounds  of 
chemical  warfare,  health  aspects  of  possible  evacua¬ 
tion  measures,  duties  of  pharmacists  in  the  event  of 
enemy  action,  relation  of  the  American  Red  Cross  and 
other  voluntary  groups  to  the  Emergency  Medical 
Service,  were  some  of  the  matters  that  had  to  be 
analyzed,  evaluated,  and  determined  so  that  they 
might  be  given  their  proper  place  in  this  program. 

Generally  speaking  the  over-all  pattern  of  Emer¬ 
gency  Medical  Service  in  the  State  might  be  sum¬ 
marized  as  follows :  The  primary  activity  on  the  part 
of  local  hospitals  to  meet  the  possible  emergency  con¬ 
sisted  of  the  organization  of  the  hospital  medical  and 
nursing  staff  into  mobile  emergency  medical  teams, 
which  could  be  quickly  moved  to  the  scene  of  the  dis¬ 
aster,  or  to  the  Casualty  Stations  within  the  immediate 
vicinity.  The  severely  injured  were  to  be  given  first 
aid  and  transported  promptly  to  the  hospitals.  Minor 
injuries  were  to  be  cared  for  at  the  Casualty  Stations. 
This  required  the  organization  of  hospital  administra¬ 
tion  to  provide  for  the  rapid  admission  or  rapid  evac¬ 
uation  of  patients,  dependent  on  various  conditions, 
the  expansion  of  facilities  in  the  hospital  itself  to  care 
for  an  increased  number  of  patients,  the  planning  of 
increased  ambulance  services,  and  the  development  of 
teams  of  physicians  and  nurses  competent  in  shock 
therapy  and  surgery.  In  addition,  as  the  hospital 
could  also  be  the  object  of  enemy  attack,  general  pro¬ 
tective  measures  such  as  blackout  and  other  precau¬ 
tions  had  to  be  undertaken  by  it.  At  the  same  time, 
plans  had  to  be  made  on  the  district  and  State  levels 
to  guard  against  the  overtaxing  of  hospital  facilities 
in  local  areas  where  local  facilities  might  not  be  suffi¬ 
cient  to  meet  the  unexpected  demands  caused  by  an 
emergency. 

To  provide  competent  medical  care  to  those  who 
were  not  injured  seriously  enough  to  require  hos¬ 
pitalization,  or  those  suffering  from  nervous  shock 
or  hysteria,  a  system  of  Casualty  Stations  at  hospitals, 
schools,  or  other  public  buildings  were  planned  and 
developed  to  ease  the  demands'  upon  hospitals  under 
emergency  conditions. 

Through  the  use  of  a  uniform  pattern  of  organiza¬ 
tion  and  standardization,  it  was  possible  to  develop 
the  EMS  in  118  Local  War  Councils,  each  of  whom  had 
appointed  a  physician  as  local  Chief  of  Emergency 


Medical  Service,  who  was  assisted  by  medical  and 
nurse  deputies.  Pursuant  to  the  request  of  Governor 
Herbert  H.  Lehman,  the  Hon.  Lee  B.  Mailler,  Chair¬ 
man  of  the  Commission,  was  appointed  a  Special 
Consultant,  U.  S.  Public  Health  Service,  for  the 
Emergency  Medical  Service  of  the  State  of  New  York 
and  as  such  was  in  charge  of  the  Emergency  Medical 
Service.  lie  was  assisted  by  a  Deputy  State  Chief 
of  Emergency  Medical  Service,  a  physician,  a  State 
nursing  officer  and  a  deputy  medical  officer  in  charge 
of  gas  protection.  Four  full-time  physicians  served 
as  district  medical  officers,  each  assigned  to  one  of  the 
districts  of  the  State  Office  of  Civilian  Protection.  A 
graduate  nurse  was  appointed  a  District  Nursing 
Officer  subject  to  the  immediate  direction  of  each 
of  the  district  medical  officers.  However,  as  each  com¬ 
munity  developed  its  local  service  and  improved  it, 
the  work  of  the  field  men  was  put  on  a  more  routine 
basis  and  a  lesser  number  were  required.  The  field 
staff  rendered  advice  and  assistance  to  local  Directors 
of  Civilian  Protection  and  local  Chiefs  in  the  organ¬ 
ization  and  supervision  of  their  EMS  personnel. 
Through  field  visits,  evaluations  were  made  of  such 
personnel,  their  equipment  and  facilities  as  well  as 
appraisals  of  training  incidents  through  practice  air¬ 
raid  alerts.  There  had  been  enrolled  in  the  EMS 
of  New  York  State  a  total  of  82,416  members  and 
trainees.  These  included  2,454  mobile  emergency 
medical  field  teams  which  had  a  personnel  of  2,454 
doctors;  4,808  registered  nurses  and  7,812  medical 
auxiliaries. 

In  addition  to  the  Emergency  Medical  Service,  the 
Commission  concerned  itself  with  the  medical  and 
nursing  personnel  of  hospitals,  shortages  of  hospital 
facilities  accentuated  or  brought  about  by  the  emer¬ 
gency,  and  acted  at  the  State,  national  and  local  level 
in  conjunction  with  other  federal,  State  and  local 
agencies  to  plan  to  obviate  and  meet  various  shortages. 
Plans  were  developed  and  carried  out  for  the  dis¬ 
tribution  of  blood  plasma  throughout  the  State.  A 
program  was  developed  for  gas  protection  and  the 
treatment  of  wounds  resulting  from  chemical  warfare. 
A  wide  program  of  publicity  and  education  in  the  field 
of  health  preparedness  was  carried  on  and  innumer¬ 
able  memoranda,  directives  and  bulletins  dealing  with 
the  health  aspects  of  civilian  defense  were  distributed. 
The  health  and  medical  problems  of  possible  civilian 
evacuation  were  gone  into  by  the  Commission  in  con¬ 
junction  with  the  Governor’s  Committee  to  study 
plans  for  the  possible  evacuation  of  New  York  City. 
Conferences  were  also  held  regarding  the  proceedings 
whereby  selective  service  rejectees  might  be  physically 
rehabilitated  so  as  to  be  rendered  fit  for  military 
service. 

Although  the  State  was  fortunate  in  not  suffering 
any  enemy  attack,  the  Emergency  Medical  Service 
demonstrated  its  capacity  and  usefulness  in  a  number 
of  local  civilian  disasters.  Because  of  the  excellent 
organization  and  training  of  the  medical  teams,  it  was 
responsible  for  the  prompt  treatment  and  hospitaliza¬ 
tion  of  many  who  otherwise  might  have  perished. 
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Federally-loaned  plasma  was  available  and  freely  used 
in  the  treatment  of  these  casualties,  being  administered 
both  in  the  field  and  at  the  hospitals  to  which  patients 
were  transported. 

Railroad  wrecks,  an  explosion  in  an  electrical  plant, 
a.  food  poisoning  epidemic,  a  crash  of  a  pilotless  plane 
into  an  aircraft  factory,  and  a  chlorine  gas  poisoning 
accident  were  among  some  of  the  incidents  in  which 
the  Emergency  Medical  Service  demonstrated  its 
capacities  when  faced  with  the  necessity  for  action. 
About  twenty  local  units  and  individuals  engaged  in 
its  activities  were  awarded  a  Citation  of  Merit,  and 
Certificates  and  Letters  of  Commendation.  In  some 
of  the  areas  of  the  State,  particularly  the  outlying 
districts,  a  permanent  organization  of  EMS  was  dis¬ 
cussed  because  of  the  proficient  field  work  of  its  medi¬ 
cal  teams. 

An  interesting  comment  was  made  on  January  28, 
1944  by  the  Glens  Falls  Times  when  it  spoke  editori¬ 
ally  as  follows: 

“EMERGENCY  MEDICAL  SERVICE 
DESERVES  PRAISE 

“Members  of  the  civilian  protection  units  in 
Warren  County  which  were  called  into  service 
in  connection  with  the  train  wreck  near  North 
Creek  Wednesday  evening  demonstrated  the  thor¬ 
oughness  of  their  training.  To  Dr.  Morris  Maslon, 
chief  of  emergency  medical  service  for  the  county, 
and  his  associates  fell  the  task  not  only  of  render¬ 
ing  first  aid  to  the  injured  but  also  of  transporting 
the  more  seriously  hurt  to  the  hospital,  and  they 
did  an  excellent  piece  of  work. 

‘  ‘  Despite  the  fever  of  excitement  such  an  occur¬ 
rence  always  generates,  the  medical  units  pro¬ 
ceeded  about  their  difficult  work  in  an  extremely 
calm,  orderly  and  efficient  manner.  There  was 
a  minimum  of  confusion,  with  each  person  carry¬ 
ing  out  his  assigned  task,  and  as  a  result  the 
injured  were  attended  quickly,  made  as  comfort¬ 
able  as  possible  under  the  circumstances,  and 
removed  as  soon  as  possible  to  more  quiet  sur¬ 
roundings. 

“The  praise  given  the  professional  men  heading 
the  various  units,  and  the  volunteer  workers  serv¬ 
ing  under  them,  by  County  Director  of  Civilian 
Protection  Mark  C.  Doyle  was  richly  deserved. 
Their  achievement  demonstrates  the  value  of  the 
civilian  protection  organization  which  has  been 
built  up  in  Warren  County,  and  provides  further 
justification  for  continuing  such  an  organization 
after  the  war  emergency  has  passed.” 

HEALTH  PLANNING  AT  THE  LOCAL  LEVEL 

It  can  thus  be  seen  how  these  new  activities,  brought 
about  as  a  result  of  emergency  conditions,  tended 
to  a  change  in  emphasis  in  the  various  fields  of  the 
Commission’s  work.  However,  all  of  these  activities, 
since  they  were  communal  in  aspect,  aided  the  various 
localities  by  encouraging  the  direction  of  their  think¬ 


ing  along  community  lines.  The  recognition  of  health 
as  a  community  problem  is  the  first  realization  that 
community  action  is  required  for  its  solution.  There 
can  be  no  question  that  each  community  was  rendered 
highly  health-conscious  due  to  local  war-time  activi¬ 
ties  in  the  field  of  health  preparedness.  Because  of 
local  War  Councils  and  Local  Health  Preparedness 
Committees,  there  were  organized  official  local  groups 
in  the  community  concerned  with  the  number  of 
physicians  and  nurses  available,  the  number  of  hos¬ 
pital  beds  that  could  be  used  and  the  possibility  of 
hospital  expansion;  the  number  of  nurses  and  nurses 
aides;  plasma  and  blood  reserves;  community  diph¬ 
theria  and  small-pox  rates;  absenteeism  in  industry; 
and  a  host  of  allied  health  problems.  All  of  this 
activity  helped  to  condition  the  public  to  respond  to 
the  efforts  that  are  being  made  locally  today  in  medi¬ 
cal  and  hospital  planning.  The  public  has  become 
interested  in  health  and  the  physician  has  begun  to 
realize  the  necessity  for  action. 

The  various  studies  of  the  Commission  have  con¬ 
vinced  it  that  although  plans  to  solve  health  problems 
may  readily  be  drawn  on  the  State  and  national  level, 
unless  such  proposals  take  into  consideration  the  local 
conditions  peculiar  to  rural  as  well  as  urban  areas, 
they  will  invariably  lose  their  effectiveness.  For  it  is 
at  the  local  level  that  the  doctors  distributing  the 
medical  care  and  the  public  they  are  serving  will 
eventually  have  to  arrive  at  their  own  solutions  of 
the  questions  involved.  Government  may  advise  and 
guide  but,  unless  the  professional  group  and  lay  public 
voluntarily  cooperate,  very  little  lasting  good  is  ulti¬ 
mately  accomplished.  A  study  of  the  historical  back¬ 
ground  of  health  problems  generally  will  indicate  that 
they  are  eventually  solved  by  au  educational  process. 
Proposed  legislation  is  merely  the  crystallization  that 
has  resulted  from  scientific  and  lay  thought  devoted 
to  these  problems.  The  education  involved  may  be 
either  that  of  the  physician,  the  health  worker,  or 
the  public,  or  all  three,  but  the  process  must  take 
place.  Moreover,  this  simple  principle  applies  even 
more  to  the  problems  of  distribution  of  medical  care 
than  it  does  to  those  involving  environmental  sanita¬ 
tion  and  communicable  disease  control. 

The  creation,  development  and  functioning  of  EMS 
as  part  of  the  protective  services  provided  the  Com¬ 
mission  with  an  excellent  example  of  what  may  be 
accomplished  at  the  local  level  with  the  aid  and 
guidance  of  a  central  authority.  With  the  progress 
of  the  allied  armies  in  Europe,  the  danger  of  enemy 
attack  on  our  shores  diminished.  The  Emergency 
Medical  Service  having  reached  the  maintenance  stage 
no  longer  requiring  intensive  work,  the  Commission 
began  to  shift  the  emphasis  of  its  principal  activity 
back  to  the  local  Health  Preparedness  Committees, 
bearing  in  mind  that  whatever  might  be  accomplished 
in  this  field  would  have  a  lasting  effect  in  the  local 
communities. 

The  work  of  the  local  Health  Preparedness  Com¬ 
mittees  was  extremely  ramified  prior  to  and  during 
the  war  since  they  were  concerned  not  only  with  EMS 
but  also  with  all  of  the  general  activities  having  health 
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aspects  in  which  the  local  War  Councils  were  engaged. 
Meanwhile,  the  Commission  never  lost  sight  of  the 
Recommendations  set  forth  in  its  first  two  reports. 
Efforts  were  continually  made  to  carry  them  out,  and 
although  progress  was  being  made  at  the  State  and 
local  level  in  these  directions,  it  was  of  necessity  slow. 
It  must  be  remembered  that  unless  the  citizenry  is  con¬ 
scious  of  what  health  means,  educated  and  willing  to  do 
what  is  required  to  stay  healthy,  and  utilize  the  pre¬ 
ventive  and  curative  facilities  that  are  and  can  be  pro¬ 
vided  by  medical  science,  health  planning  in  a  great 
many  respects  remains  paper  planning  and  loses  much 
of  its  effectiveness.  The  Commission  has  not  ceased  to 
dedicate  its  time  and  effort  to  the  educational  process 
both  of  the  public  and  the  physician,  for  if  health 
plans  might  perforce  be  formulated  at  a  national 
level,  the  State,  because  of  the  preparatory  work  that 
has  been  done,  would  be  able  to  take  intelligent  steps  to 
integrate  our  State  health  and  medical  personnel  and 
facilities  most  efficiently  and  economically  into  such 
plans.  At  the  present  writing,  however,  this  possi¬ 
bility  seems  rather  remote. 

Any  steps  taken  at  the  State  level  affecting  health 
activities  must  take  into  consideration  the  existence 
and  historical  development  of  present  health  services. 
To  make  any  proposals  for  change  effective,  the  co¬ 
operation  and  understanding  of  the  physician  is 
imperative.  For  this  reason,  the  Commission  has 
always  sought  the  reaction  of  the  medical  profession 
before  embarking  on  any  proposals  to  change  existing 
conditions,  as  any  real  improvement  will  ultimately 
require  action  in  each  specific  local  area  to  bring  it 
about. 

The  work  of  the  Commission  with  the  Health 
Preparedness  Committees  at  the  local  community 
level  also  definitely  indicated  the  desirability  and 
necessity  of  central  advice  and  guidance  to  help  each 
area  initiate  and  carry  on  a  program  that  would  con¬ 
form  to  an  over-all  State  pattern  allowing  such 
individual  differences  to  exist  as  would  be  required 
because  of  particular  local  situations. 

While  the  local  committees  were  in  the  formative 
stage,  it  was  noted  by  the  Commission  that  in  certain 
areas  there  was  a  duplication  and  overlapping  of  ac¬ 
tivities  of  various  groups  having  health  interests.  By 
means  of  personal  visits,  efforts  were  made  to  adjust 
these  local  conflicts.  The  field  trips  also  indicated  the 
extent  to  which  a  general  community  interest  was  de¬ 
veloping  in  health  problems.  Matters  formerly  of 
import  only  to  public  health  groups  were  being  con¬ 
sidered  by  labor  and  industry.  The  health  of  the 
worker  and  his  family  was  recognized  as  a  primary 
requisite  in  carrying  out  the  industrial  portion  of  the 
defense  program.  Potential  and  existing  deficiencies 
of  health  resources  and  personnel  which  might  impede 
the  maximum  efficiency  of  production  began  to  be 
evaluated  and  means  considered  of  meeting  them.  The 
inability  of  local  resources,  financial  and  otherwise, 
to  cope  with  these  health  problems  was  indicated  by 
these  committees.  In  the  monthly  report  of  its  activi¬ 
ties,  dated  June  23,  1941,  submitted  to  the  State  De¬ 
fense  Coordinator,  it  was  said, 


“There  are  many  communities  in  the  State 
that  have  outstanding  deficiencies  and  defects  in 
their  health  programs.  These  conditions  have 
been  known  in  many  instances  to  the  State  Health 
Department  for  years.  Very  frequently,  basic 
recommendations  and  offers  of  assistance  made  by 
the  State  Department  of  Health  to  local  counties 
and  communities  have  not  been  acted  upon  be¬ 
cause  of  budgetary  and  other  considerations. 

“Arrangements  have  been  made  to  supply  the 
new  defense  agencies  with  these  facts  so  that 
where  they  affect  adversely  the  defense  program, 
action  may  be  taken  to  bring  about  the  desired 
result.  ’  ’ 

In  its  report  of  July  23,  1941,  in  referring  to  local 
problems  requiring  the  assistance  of  Federal  agencies, 
the  Commission  stated  that  it  found  in  the  course  of 
its  contacts  with  the  Health  Preparedness  Committees 
that  the  problem  of  financial  cost  to  bring  about 
needed  local  health  improvements  to  help  in  the 
defense  program  was  a  very  important  one.  Various 
members  of  the  local  committees  expressed  themselves 
at  the  meetings  as  feeling  that  in  order  to  overcome 
existing  health  facility  deficiencies  in  their  local  areas, 
it  was  necessary  that  funds  other  than  those  available 
locally  should  be  provided. 

The  desirability  of  furnishing  outside  financial  as¬ 
sistance,  although  based  upon  what  was  of  necessity 
a  rapid  over-all  survey  of  these  areas  because  of  the 
exigencies  of  war-time  pressures,  is  of  extreme  import¬ 
ance  because  it  was  borne  out  by  the  more  intensive 
studies  of  the  Commission,  in  certain  areas.  The  de¬ 
sirability  and  necessity  of  working  at  the  local  and 
community  level,  particularly  in  rural  areas,  to  bring 
about  real  advances  in  health  service  generally  has 
long  been  apparent. 

It  was  noticeable  that  the  degree  of  activity  and  the 
extent  of  the  work  varied  in  localities,  dependent  upon 
the  caliber  of  the  local  leadership  and  the  ability  of 
those  in  charge  of  the  programs.  The  important 
result  was  that  the  local  communities  began  to  think  in 
a  cooperative  manner  of  their  health  problems  in  rela¬ 
tion  to  defense  and  other  emergency  activities. 

To  develop  a  workable  technique  of  local  approach, 
so  that  the  communities  would  be  stimulated  to  act  in 
their  own  behalf,  the  Commission  conducted  a  number 
of  intensive  studies  in  certain  counties  through  field 
visits,  conferences  and  furnishing  of  pertinent  data. 
These  local  forums  were  given  an  opportunity  to 
explore  their  own  health  and  medical  care  facilities, 
services,  problems  and  needs  and  decide  what  changes, 
if  any,  were  necessary  or  desirable.  If  they  wished  or 
required  outside  advice  or  assistance,  the  Commission 
was  available,  cooperating  with  the  other  official  and 
voluntary  agencies  having  health  functions. 

To  help  carry  on  this  work,  an  Advisory  Committee 
was  designated  to  consider  the  problems  of  the  local 
Health  Preparedness  Committees.  It  held  its  initial 
meeting  on  September  9,  1943,  and  was  composed  of 
responsible  public  health,  medical,  dental  and  social 
welfare  representatives.  Studies  were  made  under 
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its  guidance  of  the  resources  and  needs  for  medical 
care  in  certain  selected  counties. 

In  considering  each  area,  the  Commission  made  full 
and  complete  use  of  the  data  extant  in  the  official  de¬ 
partments  of  the  State  and  in  the  counties  under  con¬ 
sideration.  The  local  Health  Preparedness  Commit¬ 
tee,  the  District  State  Health  Office,  the  local  County 
Department  of  Public  Welfare,  organized  medicine, 
organized  dentistry  and  organized  nursing  were  con¬ 
sulted  for  an  expression  of  their  opinions  and  view¬ 
points.  Upon  completion  of  a  preliminary  draft  of 
each  study,  a  responsible  and  representative  local 
group  met  with  the  Field  Director  of  the  Commission 
to  consider  and  edit  the  material.  In  this  way  there 
was  a  thorough  analysis  of  the  completed  study  and 
an  opportunity  presented  for  full  discussion  of  any 
problems  and  proposals  for  their  solution  presented 
in  their  report. 

One  of  the  objects  of  the  studies  was  to  stimulate 
local  Health  Preparedness  Committees  into  action  by 
providing  a  basis  for  planning  a  program  to  improve 
the  health  of  the  county.  These  county  studies  and 
an  analysis  thereof  constitute  the  major  portion  of 
Legislative  Document  (1944)  No.  56A,  1943-1944  Re¬ 
port  of  the  New  York  State  Commission  to  Formulate 
A  Long  Range  Health  Program,  also  known  as  the 
New  York  State  Health  Preparedness  Commission. 

The  local  Health  Preparedness  Committees  were 
envisaged  by  the  Commission  as  planning  and  coordi¬ 
nating  groups  for  local  health  and  medical  care  serv¬ 
ices  which  would  (1)  study  the  health  status  of  their 
respective  localities;  (2)  evaluate  and  promote  needed 
programs;  (3)  delegate  whenever  possible  such  new 
programs  to  existing  agencies  capable  of  providing  the 
service;  (4)  suggest  means  of  curtailing  the  overlap¬ 
ping  of  services  by  two  or  more  agencies;  (5)  refer  to 
the  Commission  those  problems  which  are  of  a  state¬ 
wide  nature  or  defy  local  solution,  yet  are  not  now 
the  responsibility  of  a  specific  State  department. 

A  number  of  conclusions  were  drawn  and  sugges¬ 
tions  were  made  by  the  Advisory  Committee  on  Local 
Health  Preparedness  Committees  relative  to  the 
county  studies.  One  very  salient  point  was  that 
medical  care  in  New  York  State,  both  as  respects 
services  and  facilities,  seems  to  be  more  often  on  a  re¬ 
gional,  rather  than  on  a  county  or  local  base,  particu¬ 
larly  with  the  advent  of  modern  transportation.  The 
variations  in  the  adequacy  and  availability  of  medical 
and  dental  care  for  the  medically  indigent  were  com- 
meifted  upon  and  it  was  noted  that  they  seemed  to  be 
based  mostly  on  administrative  procedures.  The  ex¬ 
tent  of  the  problem  of  the  care  of  the  chronically  ill 
was  indicated.  The  desirability  of  coordination  of 
various  activities  at  the  local  level  was  indicated  and 
it  was  noted  that  better  teamwork  in  each  locality 
among  health  and  medical  care  services  would  result 
in  more  prompt,  efficient,  economical  and  improved 
quality  of  care.  The  problems  involved  in  school 
health  and  the  use  of  school  and  public  health  nurses 
were  discussed.  Among  other  points  raised  were  the 
desirability  and  utilization  of  postwar  construction 


plans  for  the  areas,  the  establishing  of  county  labora¬ 
tories  where  needed,  an  increase  in  public  health 
nurses,  and  various  other  steps  that  might  be  taken 
to  improve  the  health  and  welfare  of  the  people. 

Each  county  study  represented  the  health  and  medi¬ 
cal  care  picture  in  a  specific  area.  Although  various 
general  studies  had  been  completed  by  the  Commission, 
this  was  the  first  time  such  local  summaries  had  been 
made.  Although  their  primary  object  was  to  arouse 
local  interest  and  stimulate  local  Health  Preparedness 
Committees  so  that  they  might  gain  experience  and 
competency  in  community  cooperation,  they  served  an¬ 
other  very  important  purpose.  The  conclusions  and 
suggestions  in  the  local  studies  served  very  strongly 
to  confirm  certain  of  the  Preliminary  Recommenda¬ 
tions  and  the  Recommendations  for  Further  Study 
and  the  comments  thereon  that  were  set  forth  in  the 
first  two  Commission  reports  and  which  have  hereto¬ 
fore  been  cited. 

PLANNING  FOR  THE  CARE  OF  THE 
CHRONICALLY  ILL 

Two  points  brought  out  by  the  county  studies  im¬ 
pressed  the  Commission  as  being  of  primary  interest; 
one  was  the  vital  and  growing  importance  of  the  prob¬ 
lem  of  chronic  illness,  the  “unseen  plague,”  and  the 
other  was  the  regional  aspects  of  the  distribution  of 
medical  and  hospital  care.  Because  of  the  demand 
for  quality  medical  service,  there  is  a  natural  tendency 
to  use  health  and  medical  care  facilities  on  a  regional 
basis.  However,  since  planning  for  the  care  of  the 
chronically  ill  seemed  of  paramount  and  immediate 
necessity,  the  Commission  concentrated  the  major  por¬ 
tion  of  its  activity  in  this  field.  It  realized  that  the 
needs  of  the  chronically  ill  were  to  a  very  great  degree 
similar  to  those  of  all  members  of  the  population 
requiring  medical  care.  Since  they  constitute  a  large 
segment  of  the  total  of  such  persons,  it  was  readily 
apparent  that  the  medical  attention,  hospital  and 
nursing  care  and  public  health  services  which  the 
chronically  ill  receive  must  be  furnished  by  the  same 
physicians,  nurses,  institutions  and  agencies  concerned 
with  rendering  service  to  other  groups.  Proposed 
plans  for  the  chronically  ill  must  carefully  consider 
local,  county,  regional  and  State  relationships  in  the 
distribution  of  all  health  services.  Moreover,  such 
plans  had  to  be  so  drawn  as  to  provide  for  the  pos¬ 
sibility  of  their  later  integration  into  a  larger  pattern 
in  the  event  other  developments  should  take  place 
in  the  health  field. 

The  Commission  was  further  impelled  to  concentrate 
on  the  problem  of  the  chronically  ill  because  of  the  fact 
that  Governor  Dewey  in  his  message  of  1944  had 
requested  the  creation  of  a  Commission  on  Medical 
Care  to  make  studies,  surveys  and  investigations  of 
programs  for  medical  care  of  persons  in  the  State, 
especially  the  needy  sick. 

Assemblyman  Lee  B.  Mailler,  Chairman  of  the 
Health  Commission,  was  Vice-Chairman  of  the  Com¬ 
mission  on  Medical  Care.  By  agreement  of  the  respec¬ 
tive  Commissions,  the  Health  Commission  was  to  limit 
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its  primary  interests  to  the  coordination  of  existing 
governmental  functions  concerned  with  medical  care, 
to  the  determination  of  the  natural  regions  of  the  State 
in  respect  to  suitability  for  development  or  integration 
of  facilities  therein  to  the  effect  that  each  region  would 
contain  the  service  and  the  facilities  necessary  for  a 
comprehensive  health  program,  and  to  a  study  of  the 
needs  and  facilities  for  the  chronically  ill.  The  Com¬ 
mission  on  Medical  Care  was  to  limit  its  primary 
interests  to  a  determination  of  the  volume,  cost,  and 
adequacy  of  medical  services  available  to  the  people 
of  the  State,  the  extent  to  which  such  service  needed 
to  be  revised,  supplemented  or  supplanted  to  provide 
a  high  order  of  medical  care  and  the  means  Avhereby 
needs  should  be  met.  The  Commission  on  Medical 
Care  eventually  concentrated  its  activities  on  medical 
care  and  medical  insurance ;  the  Health  Commission 
on  planning  a  program  for  the  chronically  ill. 

It  was  realized  that  the  questions  posed  by  the  prob¬ 
lem  of  the  care  of  the  chronically  ill  are  similar  to  those 
involved  in  the  distribution  of  quality  medical  service 
generally.  Hence  the  natural  tendency  to  use  health 
and  medical  care  facilities  on  a  regional  basis,  geo¬ 
graphically  speaking,  would  have  to  be  carefully 
weighed  in  any  proposed  planning.  A  study  was 
accordingly  made,  as  a  result  of  which  tentative  pri¬ 
mary  and  secondary  medical  care  regions  and  centers 
were  projected  for  New  York  State.  The  teaching 
resources,  manpower,  technical  services  and  facilities 
in  each  area  grouped  around  a  center  of  medical 
quality  were  taken  into  consideration  in  arriving  at 
the  tentative  boundaries  set  up.  The  Commission’s 
work  in  this  connection  was  reported  in  Legislative 
Document  (1945)  No.  78 A — Planning  for  the  Care  of 
the  Chronically  Ill  in  New  York  State — Regional 
Aspects,  the  New  York  State  Commission  to  Formulate 
a  Long-Range  Health  Program,  also  known  as  the  New 
York  State  Health  Preparedness  Commission.  The 
maps  setting  forth  these  proposed  geographic  boun¬ 
daries  were  preliminarily  released  in  June  1945.  Indi¬ 
cating  the  trends  that  future  planning  might  take, 
they  met  with  widespread  interest  in  the  various  State 
departments,  were  useful  to  communities  envisaging 
the  development  of  hospital  services  and  have  been 
considered  and  provisionally  applied  as  the  basis  for 
the  hospital  survey  and  plan  of  the  Joint  Hospital 
Board  of  the  New  York  State  Postwar  Public  Works 
Planning  Commission,  whose  functions  have  now  been 
taken  over  by  the  Joint  Hospital  Survey  and  Planning 
Commission. 

The  Commission  continued  its  studies  and  did  inten¬ 
sive  work  in  the  medical-social  and  institutional  aspects 
of  the  care  of  the  chronically  ill.  The  results  of  this 
research  were  published  in  Legislative  Document 
(1946)  No.  66A — Planning  For  the  Care  of  the  Chron¬ 
ically  Ill  in  New  York  State — Some  Medical-Social  and 
Institutional  Aspects,  New  York  State  Commission 
to  Formulate  a  Long-Range  Health  Prograin,  also 
known  as  the  New  York  State  Health  Preparedness 
Commission. 


The  present  report  setting  forth  a  program  for  the 
chronically  ill,  also  contains  a  summary  of  the  previous 
work  done  by  the  Commission  which  has  served  as 
a  basis  for  these  proposals.  It  is  hoped  that  the  plan 
projected  herein  in  the  field  of  the  chronically  ill  will 
help  lay  the  foundation  upon  which  will  ultimately 
be  based  a  long-range  regional  health  plan  for  the 
State  of  New  York. 

STEPS  TOWARD  A  LONG  RANGE  HEALTH 
PROGRAM 

Throughout  the  years  of  its  existence  the  Commis¬ 
sion  has  been  impressed  by  the  fact  that  a  great  time 
lag  exists  between  planning  in  the  health  field,  the 
proposing  of  remedial  measures,  their  eventual  imple¬ 
mentation  by  legislation  or  executive  order,  and  their 
effectuation  by  administrative  procedures. 

An  examination  of  the  Commission’s  original 
Recommendations  and  Recommendations  for  Further 
Study  in  the  light  of  the  events  of  the  last  two  years 
may  help  to  clarify  this  observation.  Governor 
Thomas  E.  Dewey,  in  his  farseeing  Special  Message 
of  March  4,  1946,  in  which  he  outlined  a  new  State 
health  program  gave  ample  demonstration  that  the 
time  was  ripe  to  bring  to  fruition  some  of  the  goals 
towards  which  the  Commission  had  been  aiming  for 
years.  In  its  1940  report  the  Commission  made  sug¬ 
gestions  relative  to  tuberculosis  control,  particularly 
that  hospitalization  for  tuberculosis  should  be  placed 
on  a  public  health,  rather  than  a  welfare,  basis.  As 
a  result  of  Governor  Dewey’s  message,  the  Legislature 
in  1946  completed  the  process  of  taking  the  “dollar 
sign”  off  the  treatment  of  tuberculosis. 

The  Governor’s  suggestions  as  to  local  health  depart¬ 
ments,  culminating  in  passage  by  the  1946  Legislature 
of  the  statute  giving  State  Aid  for  Public  Health  Work 
was  in  line  with  the  Commission’s  1939  Recommenda¬ 
tion  for  the  “Establishment  of  comprehensive  health 
and  medical  care  administrative  facilities  on  a  broad 
basis — by  promotion  of  county  health  departments — 
or  by  establishment  of  a  county  medical  administra¬ 
tion,  as  a  subdivision  of  State  health  and/or  welfare 
districts,  or  as  part  of  a  decentralized  administrative 
authority,  specifically  designed  to  carry  out  a  unified 
long-range  preventive  and  curative  health  program  for 
the  State  of  New  York.” 

The  Governor’s  remarks  dealing  with  the  profes¬ 
sional  training  and  recruitment  program  were  conson¬ 
ant  with  the  1939  Recommendation  of  the  Commission 
for  the  “Expansion  of  full-time  trained  public  health 
personnel  and  services  to  provide  a  more  equitable 
coverage  for  each  county  of  the  State,  and  an  extension 
of  post-graduate  education  of  practicing  physicians  in 
the  practical  application  of  proven  advances  in  the 
treatment  and  control  of  certain  diseases  and  condi¬ 
tions  of  public  health  importance.” 

The  establishment  of  the  Interdepartmental  Health 
Council  in  1946  by  Executive  Order  of  the  Governor 
was  in  accord  with  the  first  Recommendation  made  by 
the  Commission  in  1939  advising  the  “Establishment 
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of  informal  interdepartmental  committees  or  councils, 
on  State  and  local  levels,  to  coordinate  health  and  wel¬ 
fare,  preventive,  diagnostic  and  curative  services  con¬ 
ducted  by  the  several  governmental  departments  or 
agencies  (Health,  Welfare,  Mental  Hygiene,  Educa¬ 
tion,  Correction,  etc.).  Full  use  should  be  made  of 
authorized  representatives  of  the  organized  medical 
and  related  professions,  for  advice  and  counsel  in  pro¬ 
fessional  matters.”  The  Interdepartmental  Health 
Council  is  in  a  position  to  fulfill  another  1939  Recom¬ 
mendation  of  the  Commission  suggesting  “The  study 
of  administrative  and  jurisdictional  control  by  various 
agencies  of  State  and  local  government  and  public 
health  and  medical  care  activities  to  determine  the 
advisability  of  consolidation  and  eradication  of  over¬ 
lapping  controls,  in  the  interests  of  efficiency  and 
economy.” 

The  Governor’s  other  statements  concerning  school 
health,  maternity  care,  infancy  and  child  hygiene, 
neuro-psychiatric  cases  and  presently  unmet  or  inade¬ 
quately  covered  needs  is  an  assurance  that  considera¬ 
tion  will  be  given  to  other  1939  Recommendations  of 
the  Commission  such  as :  “  Extension  of  public  health 
education  on  a  broad  base,  to  provide  for  every  citizen 
full  information  on  the  availability  of  health  and  medi¬ 
cal  facilities  and  services.  Organized  voluntary  lay 
and  professional  groups  should  actively  participate 
in  the  statewide  program”;  “Integration  of  public 
health  and  school  nursing  services  in  a  generalized 
program,  with  the  training  and  employment  of  a  suf¬ 
ficient  number  of  additional  qualified  nurses  to  meet 
modern  standards”;  “Promotion  of  a  comprehensive 
maternity  program,  to  include  amendments  to  the 
Public  Welfare  Law  and  necessary  additional  legis¬ 
lative  appropriations  to  provide  State  aid  for  neces¬ 
sary  hospital  care  of  maternity  cases  in  approved 
institutions  ” ;  “  Studies  of  the  relative  merits  of  exist¬ 
ing  and  proposed  schemes  for  public  provision  of 
medical  care  for  persons  who  are  unable  to  secure 
such  care  for  themselves — and  a  classification  of  such 
schemes  according  to  their  applicability  to  communi¬ 
ties  varying  widely  with  regard  to:  a.  Population 
composition  and  density;  b.  Financial  resources;  c. 
Existing  formal  public  or  private  medical  and  health 
facilities;  d.  Unmet  health  needs”;  “Special  studies 
in  the  field  of  mental  hygiene,  school  hygiene  and  child 
guidance,  to  determine  the  possibility  of  a  coordinated 
application,  in  sequence,  of  the  principles  of  modern 
preventive  and  protective  science,  to  the  end  that  an 
opportunity  may  be  provided  for  normal  development 
on  the  basis  of  the  physical  and  mental  equipment 
found  in  each  child”;  and  “Development  of  a  school 
health  program,  in  accordance  with  the  best  modern 
scientific  standards,  and  its  integration  in  a  compre¬ 
hensive  long-range  health  program  both  for  the  com¬ 
munity  and  for  the  individual.  Due  consideration 
should  be  given  to  the  desirability  of  providing  for 
each  child,  a  continuity  of  health  supervision  to  assure 
prompt  medical,  surgical  and  corrective  services,  when 
needed — from  infancy,  through  childhood  and  adoles¬ 
cence  to  maturity.” 


Finally,  the  work  of  the  Joint  Hospital  Board  of  the 
Postwar  Public  Works  Planning  Commission  and  its 
various  advisory  groups,  which  will  be  continued  by 
its  successor,  the  Joint  Hospital  Survey  and  Planning 
Commission,  will  permit  the  fulfillment  of  the  follow¬ 
ing  1939  Recommendations  of  the  Commission,  which 
will  be  of  inestimable  value  in  improving  the  quality 
of  medical  care  and  its  distribution:  “Increase  the 
effectiveness  of  the  general  practitioner  by  expansion 
of  county  laboratory  systems — or  approval  of  existing 
local  laboratories  for  certain  purposes — to  make 
readily  available  such  diagnostic  facilities  to  every 
community  and  physician  in  the  State  ” ;  “  A  reorienta¬ 
tion  of  the  role  of  the  approved  general  hospital,  public 
or  private,  in  the  preventive  and  curative  services  of 
the  community,  so  that : 

a.  Unnecessary  duplication  of  accommodations  or 
wasteful  competition  on  a  local  or  regional  basis  may 
be  eliminated ; 

b.  The  general  practitioner  and  his  patient  may 
make  more  effective  use  of  the  consultant,  specialist 
and  laboratory  services  and  modern  therapeutic  and 
diagnostic  equipment  which  should  be  available  in  an 
approved  general  hospital  and  out-patient  department. 

c.  The  general  practitioner  may  have  an  increased 
opportunity  to  treat  cases  that  fall  within  his  sphere 
of  competence,  in  the  patient’s  home,  in  the  physician’s 
office,  or  in  the  hospital.  Also,  that  the  general  prac¬ 
titioner  may  have  a  better  opportunity  to  enjoy  the 
professional  benefits  incident  to  working  on  a  hospital 
staff  with  his  colleagues. 

d.  Social  service  in  the  hospital  may  be  integrated 
with  community  social  services  to  provide  more  effec¬ 
tive  methods  of  communication  between  the  hospital 
and  the  general  practitioner  in  the  interests  of  con¬ 
tinuity  of  treatment  to  promote  the  patient’s  restora¬ 
tion  to  health  or  the  best  possible  social  adjustment 
in  the  light  of  his  condition.” 

“Studies  of  the  need  for  diagnostic  laboratory,  and 
consultant  and  specialist  services,  as  well  as  a  modern 
clinical,  diagnostic  and  thereapeutic  armamentarium 
available  to  all  physicians,  through  public  facility,  if 
necessary.  In  meeting  this  need,  consideration  should 
be  given  to  the  full  utilization  of  existing  approved 
general  hospitals.” 

To  those  who  have  studied  the  health  problems  of  the 
State,  it  is  apparent  that  the  program  envisaged  by 
Governor  Thomas  E.  Dewey  in  his  March  4,  1946  mes¬ 
sage,  when  properly  implemented  and  put  into  effect, 
will  result  in  a  far-reaching  advance  in  the  health  serv¬ 
ices  of  the  State.  His  philosophy  of  local  participa¬ 
tion,  local  control  and  local  responsibility,  with  the 
State  jointly  participating,  where  necessary,  to  furnish 
advice  and  leadership,  is  a  concept  that  the  Commission 
has  continuously  stressed  in  all  its  contacts  with  local 
communities  and  its  suggestions  to  State  administra¬ 
tive  departments. 

The  plan  proposed  herein  for  the  care  of  the  chron¬ 
ically  ill  is  founded  upon  the  premise  of  close  and 
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voluntary  cooperation  between  the  State  and  local 
authorities.  The  work  of  the  Joint  Hospital  Board 
has  furnished  an  excellent  example  of  the  possibilities 
of  this  type  of  constructive  State-local  relationship. 
The  Joint  Hospital  Survey  and  Planning  Commission, 
which  has  succeeded  to  its  responsibilities,  can  go  far 


toward  making  a  long-range  health  program  in  New 
York  State  a  reality  by  taking  steps  to  carry  out  these 
proposals  for  the  care  of  the  chronically  ill,  for  in  the 
process  of  solving  this  problem  there  will  become 
apparent  the  practicable  and  workable  pattern  on 
which  such  a  long-range  program  may  be  based. 


